21 December 2016
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Dear Legislative Council,
I would like to applaud Hong Kong for all your efforts with regards to tobacco control. I,
especially admire your recent bold step in wanting to increase the size of pack warnings
to 85%. This sends a major signal to the tobacco industry that Hong Kong Government
will do its utmost to protect the health of its people.
There has never been a time more pressing than now to move forward with the fight
against Tobacco. The past few years have been a turning point against Tobacco
Industry, and many Governments have finally stood up to the Tobacco Industry despite
severe pressure. The tobacco industry has already lost two major legal cases against
them, and therefore we all need to maintain this momentum.
We in developing countries look to Hong Kong and many other progressive countries to
lead the way in this difficult fight.
I sincerely hope that The Hong Kong Government will implement the 85% warning size,
emboldened by the fact that it is on the right side of history in this fight, and showing
the tobacco industry that the Hong Kong Government will never turn its back on the
Health of its people.
Yours Sincerely

Dina Mired
President Elect of the Union for International Cancer Control (UICC)
Honorary President of Harvard University Global Task Force for Expanded Access to
Cancer Control and Care in the Developing World
Ambassador for the Global Smoke-free Worksite Challenge
Honorary Chair of global steering committee for Tobacco Free Portfolios
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Dr Wing-man Ko
Secretary for Food and Health
Government of Hong Kong Special
Administration Region
18/F East Wing, Central Government
Offices
2 Tim Mei A venue, Tamar
Hong Kong (region administrative speciale
de Chine)
11 October 2016

Dear Secretary,
In June 2015, I had the honour to congratulate Hong Kong Special Administration
Region (SAR) on its ongoing progress in the field of tobacco control and to offer my full support
as the Government updates graphic health warnings and increases their size.
As I understand it, the proposal to enlarge graphic health warnings from 50% to 85% of
the principal display areas of packaging is still under consideration. Accordingly, I am again
writing to offer my full support as Hong Kong SAR strengthens this important tobacco control
measure. In offering this support, I want to highlight two important developments since my 2015
letter.
First, in July 2016 an international arbitral tribunal rejected a claim by Philip Morris and
upheld a Uruguayan regulation increasing the size of health warnings from 50% to 80% of the
principal display areas of the pack. The Tribunal found that the evidence, along with the WHO
Framework Convention on Tobacco Control, supported Uruguay's law. WHO and the WHO
Framework Convention on Tobacco Control Secretariat submitted a joint amicus brief in this
dispute, explaining the WHO FCTC obligation to implement effective health warnings.
Second, there have been rapid advances in tobacco packaging and labelling around the
globe, including measures that go further than Hong Kong SAR's proposal. Following
Australia's lead, France and the United Kingdom of Great Britain and Northern Ireland began
implementation of tobacco plain packaging in May 2016. Hungary, Ireland and New Zealand
have passed plain packaging laws while Canada, Norway and Uruguay have all announced plans
to implement plain packaging. This follows Australia's post-implementation review of plain
packaging, which shows that, along with new and enlarged graphic health warnings, plain
packaging has begun to reduce the prevalence of smoking in Australia.

cc:

The Director-General, Department of International Cooperation, National Health and
Family Planning Commission of China, Beijing
The Permanent Representative of the People's Republic of China to the United Nations
Office at Geneva and other International Organizations in Switzerland
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The lessons learnt during the last years of implementing larger graphic warnings include
the critical need for applying such warnings on all tobacco products. Despite predictable tobacco
industry opposition, these recent developments confirm the merits of Hong Kong SAR enlarging
tobacco health warnings.
You have my personal support and that of WHO as you take this forward.
Yours faithfully,

Dr Margaret Chan
Director-General
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Secretary for Food and Health
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19/F Murray Building
Garden Road, Central
Hong Kong
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2 1 OCT 2016
Dear Dr Ko,
The World Health Organization Regional Office for the Western
Pacific congratulates the Government of Hong Kong SAR (China) on its
recent decision to increase the coverage of graphic health warnings
from 50% to 85% on tobacco product packaging. You have our full
support on this very important endeavour.
We share your sense of urgency given that tobacco kills up to
half of its users. In the face of this, graphic health warnings have
been effective in curbing tobacco use and especially in preventing
children and youth from starting. Your Government's progressive
action on tobacco control is in line with the best practices from
Canada to Myanmar and Thailand.
In these countries, governments
successfully overcame tobacco industry interference. Courts
dismissed legal challenges against graphic health warnings, and as a
result, they now cover 75-90% of cigarette packs.
With these renewed efforts to strengthen and advance tobacco
control legislation, Hong Kong SAR (China) is a leader and an
inspiration. Your work and advocacy will have a substantial and
lasting positive impact, not only on your citizens and future
generations, but also on public health throughout the Western
Pacific Region and the world.

. .. I
cc:

The Director of Health, Department of Health, Hong Kong
The Director-General, Department of International Cooperation,
National Health and Family Planning Commission,
People's Republic of China, Beijing
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Once again, I congratulate the Government of Hong Kong SAR
(China) on this initiative.
You have the support of the WHO
Regional Office for the Western Pacific and we look forward to
providing any further assistance we can offer.
Yours sincerely,
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Ph.D.
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Public Petitions Committee
Ms Catherine Ferguson
Room T3.40
The Scottish Parliament
Edinburgh EH99 1SP
ROYAUME-UNI DE GRANDEBRETAGNE
11 January 2015

Dear Ms Ferguson,
Consideration of Petition PE1580
Your letter dated 11 November 2015 on the above subject, addressed to the World Health Organization
(WHO), has been forwarded to the Secretariat of the WHO Framework Convention on Tobacco Control,
which is the body responsible for servicing the Convention. The letter requests examples of good practices
in legislatures of Party states in relation to the implementation of Article 5.3. of the Convention. I would
like to respond to the question posed as follows:
As you are aware, Article 5.3. requires Parties to the Convention to protect their public health policies from
commercial and other vested interests of the tobacco industry. The Conference of the Parties, as the
Convention's supreme organ, has adopted a set of Guidelines containing concrete recommendations on the
implementation of this provision. Although not legally binding, the Guidelines constitute an authoritative
international policy tool, having been adopted by the Conference of the Parties by consensus. In accordance
with the recommendations set out in the Guidelines, a number of Parties have established relevant practices
relating to interactions with the tobacco industry. Please find some examples below:
Guideline Recommendation 2: Establish measures to limit interactions with the tobacco industry and
ensure the transparency of those interactions that occur.
•
•
•
•

•
•
•
•
•

Finland: Interaction with industry is limited mainly to open requests for comment.
Canada: Technical discussions as required by national law in regard to both health and tax-related
regulations; litigation-related responses, as required by national law and practice.
Singapore: Health Promotion Board guidelines governing interaction with tobacco industry,
including minutes of meetings and previously set agenda.
Panama: All meetings between the Ministry of Health and the tobacco industry take place at the
National Commission for the Study of Tobacco; Article 5.3 Guidelines distributed to governmental
sectors.
Mexico: Meetings between government and industry accessible through the Federal Institute for
Access to Information.
Australia: Meeting between Department of Health and Ageing and the Tobacco Industry notified
on website www.health.gov.au
Philippines: DOH memorandum (DM 2010-0126) prohibits DOH and its attached agencies'
interactions (unless strictly necessary - for regulatory purpose).
Brazil: Intersectoral Committee for Implementation of the WHO FCTC (CONIQ) - rules of
interaction (and conflict of interest).
Thailand: Rules for interaction with the tobacco industry and how to handle requests for meetings
(Regulation of Department of Disease Control B.E. 2553,2010).
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Guideline Recommendation 4: Reject partnerships and non-binding or non-enforceable agreements
with the tobacco industry.
•
•
•
•
•

•

•

Latvia: Industry participation officially excluded from State Commission on Restriction of
Smoking in 2010.
Denmark: Administrative law guiding private versus public interest.
Slovenia and Sweden: Code of conduct for civil service.
Norway: Government Pension Fund divested of tobacco.
New Zealand: Superannuation fund divested from tobacco; code of conduct for civil servants
ensures that conflict of interests is minimized or avoided, and that when interactions occur, these
are reported (http://www.ssc.govt.nzlcode).
Philippines: A Joint Memorandum Circular of Civil Service Commission and DOH (CSC-DOH
No. 2010-01) covers all national and local government officials and employees, including
government-owned and controlled corporations, original charters, state colleges and universities.
DOH officials and employees should not accept any direct or indirect offer (gift, donation,
sponsorship) from tobacco companies (AO 2009-0004 Revised DOH policy).
Brazil: Code for members of WHO FCTC Implementation Committee.

You will note that relevant efforts by Parties are generally more advanced as they concern government
officials and governmental bodies. Equivalent practices for legislative bodies are in the process of being
developed in some countries.
Efforts made by Party states to prevent conflicts of interests of members of the legislative and executive
bodies as well as civil servants constitute an important means of implementing Article 5.3., and the
Secretariat encourages any efforts by Parties to adopt such measures.
I hope the above infortmlfiQiNs helpful. Please do not hesitate to contact us should you require further
information.
Yours srnc.tr.ci.y,

nl LtilzaCfatsta ~va
of the Conver ion Secretariat
Framework C vention on Tobacco Control

https://www.scottish.parliament.uk/GettingInvolved/Petitions/PE01580
PE01580: Guidance for Parliament staff on international health treaty standards
Petitioner: Sheila Duffy on behalf of ASH Scotland
Status: Closed
Date Lodged: 16 September 2015
Calling on the Scottish Parliament to develop guidance for all those working in the Parliament, to ensure adherence to
obligations under the Framework Convention on Tobacco Control, as set up by the World Health Organisation, and to which
the UK is a signatory.





Read Petition background information
Previous action taken to resolve issue
Click here for the petition PDF

Petition History:




SPICe Briefing (225KB pdf)
Written Questions for PE1580 (49KB pdf)
Summary:
10 November 2015: The Committee took evidence from Sheila Duffy, Chief Executive, ASH Scotland. The Committee agreed
to write to the Scottish Parliamentary Corporate Body, the Scottish Government and the World Health Organization. Link to
Official Report 10 November 2015
12 January 2016: The Committee agreed to close the petition, under Rule 15.7, on the basis that the Scottish Parliamentary
Corporate Body has indicated that it is content that current arrangements are in keeping with the Framework Convention on
Tobacco Control’s guidelines and have been fairly adhered to.
Written Submissions:









PE1580/A: Scottish Government Letter of 11 December 2015 (119KB pdf)
PE1580/B: Scottish Parliamentary Corporate Body Letter of 8 December 2015 (248KB pdf)
PE1580/C: Petitioner Letter of 5 January 2016 (315KB pdf)
PE1580/D: JTI Letter of 21 December 2015 (2.39MB pdf)
PE1580/E: Tobacco Manufacturers' Association Letter of 23 November 2015 (169KB pdf)
PE1580/F: Petitioner Letter of 11 January 2016 (343KB pdf)
PE1580/G: World Health Organization Letter of 11 January 2016 (111KB pdf)
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Parties' nominations of delegates
to the Conference of the Parties and its subsidiary bodies
The Secretariat of the WHO Framework Convention on Tobacco Control (WHO FCTC) presents its
compliments to the Parties to the WHO FCTC and has the honour to refer to its Note Verbale
CSF/NV/16/05 dated 28 April 2016. By this Note Verbale, the Secretariat referred to the obligations of
Parties under Article 5.3. of the WHO FCTC, and respectfully requested the support of Parties to ensure
"the exclusion of representatives and officials of the tobacco industry, fully or partially state-owned
tobacco industries including state tobacco monopolies, or any organizations or individual working to
advance the interests of the tobacco industry, as members of their delegations attending COP?, future
COPs, any Meeting of the Parties to the Protocol to Eliminate Illicit Trade in Tobacco Products (MOP)
and any subsidiary body meetings organized under the auspices of the WHO FCTC".
The Secretariat has now received a number of nominations of delegates for the 7111 session of the
Conference of the Parties (COP?) where it has reason to believe that they are representatives or officials
of such organizations, and more such nominations are expected to be received. The Secretariat has
accordingly requested the guidance of the Bureau in this matter.
The Bureau has considered the policy implications of the nomination of such delegates in light of the 17th
and 18th preambular paragraphs as well as Article 5.3 of the WHO FCTC. The Bureau has also noted that
COP? will consider agenda item 7.9 on maximizing the transparency of Party, IGO, NGO and civil
society group delegations during sessions of the COP and meetings of its subsidiary bodies (Document
FCTC/COP/7/30). That document includes a number of recommendations by the Bureau, which will be
subject to discussion and possible adoption by COP?. In light of this, the Bureau has instructed the
Secretariat to inform Parties of its intention, when reviewing the credentials of delegates in accordance
with Rule 19 of the Rules of Procedure, to propose to the COP the rejection of the credentials of any
delegate it deems to be a representative or official of the tobacco industry, including state-owned tobacco
industry, or any organization or individual working to advance the interests of the tobacco industry.
Should the COP follow this recommendation, the delegates concerned would be excluded from the CQP,
and would be requested to leave the premises.
In accordance with the instruction of the Bureau, the Secretariat wishes to inform Parties of the above.

The Secretariat of the WHO FCTC avails itself of this opportunity to renew to the Parties to the WHO
FCTC the assurance of its highest consideration.

Geneva, 17 October 2016
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ITIC: reminder of note verbale circulated to Parties on
24 September 2014
The Convention Secretariat notes with concern the intensified efforts by ITIC – the
International Trade and Investment Centre – to promote policies to Parties to the WHO
FCTC that fall short of the requirements of treaty’s article 6 on taxes and prices and article
15 on eliminating illicit trade in tobacco products.
ITIC is not a legitimate forum to promote implementation of the WHO FCTC. It is a
purported independent think tank that strives to influence governments to adopt measures
in contravention of the treaty. ITIC receives funding from and includes representatives of all
major tobacco multinationals on its Board. Furthermore, their publications are in blatant
conflict with the provisions that Parties have committed to under the treaty and guidelines.
We would like to remind Parties that article 5.3 of the Convention and its guidelines call
upon them not to interact with the tobacco industry and its front groups, including meetings
organized by such entities (or limit their interactions to the strictly necessary to effectively
regulate the tobacco industry and tobacco products).

WHO Framework Convention on Tobacco Control
Resources
Contacts
Employment
Privacy

1/2 | http://www.who.int/fctc/mediacentre/iticreminder/en/
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CSF/NV/14/25

Sixth session of the Conference of the Parties to the WHO FCTC: issues related to
Article 5.3 and the guidelines for its implementation

The Convention Secretariat presents its compliments to the Permanent Missions in Geneva of the
Parties to the WHO Framework Convention on Tobacco Control (WHO FCTC) and has the honour to
refer to the sixth session of the Conference of the Parties to the WHO FCTC, which will be held from
13 to 18 October 2014 in Moscow, Russian Federation.
As part of its agenda, the Conference of the Parties (COP) will consider many topics related to
economics and trade: the report and draft guidelines1 on Article 6 (Price and tax measures to reduce the
demand for tobacco), submitted by the open-ended drafting group established by the COP at its fifth
session;2 the status of the Protocol to Eliminate Illicit Trade in Tobacco Products;3 and trade and
investment issues relevant to implementation of the WHO FCTC.4
It has been brought to the attention of the Convention Secretariat that the International Tax and
Investment Center (ITIC),5 in cooperation with the Eurasian Economic Commission, is organizing a
briefing on tobacco excise taxation in Moscow on 12 October 2014, one day before the opening of the
COP, and inviting tax officials from Parties and WHO Member States that are observers to the COP to
participate. The Convention Secretariat would like to bring to your attention that ITIC has a number of
tobacco companies as part of its board of directors and has produced many publications on several areas
related to taxes and prices, investment and illicit trade in tobacco products.
In light of Article 5.3 of the Convention and the guidelines for its implementation adopted by the
COP, the Convention Secretariat would like to inform the Parties and accredited observers to the
Convention that this event is in no manner supported by the Convention Secretariat and cannot be
considered as being in any way linked to the COP. The Ministry of Healthcare of the Russian Federation
has also reassured the Secretariat that ITIC’s event is in no manner supported by the Government of

1

See document FCTC/COP/6/7, available at http://apps.who.int/gb/fctc/PDF/cop6/FCTC_COP6_7-en.pdf
See http://who.int/fctc/guidelines/groups/art_6/en/
3
See document FCTC/COP/6/6, available at http://apps.who.int/gb/fctc/PDF/cop6/FCTC_COP6_6-en.pdf
4
See document FCTC/COP/6/20, available at http://apps.who.int/gb/fctc/PDF/cop6/FCTC_COP6_20-en.pdf
5
See http://www.iticnet.org
2
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the Russian Federation. Furthermore, to the best of Secretariat’s information, the event is also not
supported by any Party or accredited observer to the WHO FCTC.
The Convention Secretariat would also like to take this opportunity to remind Parties of
recommendations 4.9 and 8.3 of the guidelines for implementation of Article 5.3 of the WHO FCTC
related to the composition of delegations to meetings of the COP and its subsidiary bodies. Furthermore,
in line with Articles 4.2 and 4.4 (Guiding principles) and 5.1 (General obligations) of the WHO FCTC,
the Secretariat would like to highlight the pertinence of involving different sectors of the government as
part of their delegations, such as customs, finances, regulatory and law enforcement authorities among
others.
The Convention Secretariat is available to respond to any queries related to the information
contained in this note verbale and avails itself of this opportunity to renew to the Parties to the WHO
FCTC the assurance of its highest consideration.

GENEVA, 19 September 2014

Date:

1 9 OCT 2016

Attn: Dr Ko Wing Man
Secretary for Food & Health
Food and Health Bureau, 19/F Murray Building
Garden Road, Central, Hong Kong
kowm@fhb.gov.hk

Re: Graphic Pack Warnings in Hong Kong
We are all students of the Master of Public Health and PhD in Public Health (2016-2017)
programme at the Chinese University of Hong Kong.
In the interests of public health for the people of Hong Kong, we support the increase in size of
the graphic health warnings to 85%, proposed by the Hong Kong government.
Hong Kong's current warnings need updating, increasing in number, and upgrading from 10
years ago.
Signed:

Printed name:
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Signed:

Printed name:
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Signed:
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Printed name:

Yours Sincerely,

Students of Master of Public Health and PhD in Public Health (2016-2017)
Chinese University of Hong Kong

January 8, 2017

Professor Geoffrey T. Fong, Ph.D.
Department of Psychology
Health Psychology Lab
Office: 519-888-4567, ext. 33597
Mobile: 519-503-4820
gfong@uwaterloo.ca

Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
cc: Dr. Judith Mackay
Dear Panel Members:
I am writing to you in my capacity as Founder and Principal Investigator of the International
Tobacco Control Policy Evaluation Project (The ITC Project) at the University of Waterloo to
applaud the government of Hong Kong for taking steps to strengthen its tobacco health
warnings.
Based on evidence from tobacco labelling evaluation studies conducted by the ITC Project
across many countries throughout the world, I express my strong support for swift
implementation of the proposed amendments to the Smoking (Public Health) Ordinance of
2006 without revision to increase the size of pictorial warnings from 50% to 85% of two largest
surfaces of the pack or retail container; to increase the number of health warnings from six to
twelve warnings; and to provide a quitline number on tobacco packaging.
The ITC Project is the world’s largest tobacco research program, involving 150 researchers
across 28 countries. It is the first-ever international cohort of tobacco use, and a primary
objective is to conduct rigorous evaluation studies of tobacco control policies implemented
under the WHO Framework Convention of Tobacco Control. We are conducting large surveys
of tobacco users and non-users in 28 countries, which together are inhabited by over half of
the world’s population and over two-thirds of the world’s tobacco users to provide
governments with evidence to inform the development and implementation of strong, effective
tobacco control policies. We are striving to combat the tobacco epidemic by undertaking policy
surveillance and evaluation studies around the world to understand key factors underlying
successful policies and share findings and best practices in policy implementation with
governments. Our research findings have been used by governments in many countries, as
well as by WHO and other international health organizations, as the foundation for stronger
and swifter action to combat the number one preventable cause of death in the world.
The ITC Project has collected the world’s most extensive policy evaluation data on the
effectiveness of health warnings. We have published over 50 scientific articles on health
warnings across nearly 20 of our 28 countries. The findings of our research have contributed
to the WHO Guidelines for Effective Implementation of Article 11 of the FCTC and have
demonstrated that the size, position, content, and design of health warnings play a critical role
in determining their effectiveness in informing the public about the harms of tobacco use and
encouraging thoughts and behaviours that lead to quitting.
The tobacco industry has claimed that there is no evidence that health warnings larger than
the minimum recommended size of 50% of the principal surfaces of the package as stated in
the FCTC Article 11 Guidelines are more effective. However, ITC Project evidence from
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Uruguay, where pictorial warnings were increased from 50% of the principal surfaces to 80%,
and from Canada, where pictorial warnings were increased from 50% to 75% of the principal
surfaces, has proven otherwise. Our ITC Uruguay findings were critical to the Government of
Uruguay’s landmark legal victory against Philip Morris International’s (PMI) to uphold the
larger warnings. In addition, ITC studies of the impact of adding a quitline number to tobacco
packaging in Australia, New Zealand, and Canada point to why it is important for Hong Kong
to proceed with implementing the new larger pictorial warnings along with the quitline number
as proposed. This evidence is summarized below.
A. The impact of health warnings decreases over time: Evidence from Canada
In December 2000, Canada became the first country in the world to implement graphic
pictorial warnings on tobacco products. The warnings occupied 50% of both the front and the
back of the package. However, consistent with many studies demonstrating that messages
decline in their impact over time, known as wear-out, And so researchers and public health
experts all recognize the importance of revising health warnings often. Accordingly, the FCTC
Article 11 Guidelines suggest that new warnings be introduced every 12-36 months.
Evidence from the ITC Canada Survey, a nationally representative cohort survey of over
1,500 adult smokers, shows the significant wear-out effect of the 2000 pictorial warnings
Figure 1—Wear out in the impact of the Canadian health warnings over 8 years
(Label Impact Index: combination of key indicators of warning effectiveness)

The current pictorial warnings in Hong Kong were introduced in 2006, and thus, it is very likely
that a similar dramatic decrease in the effectiveness of those warnings has been experienced
in Hong Kong as it has in Canada and in other countries where the ITC Project has conducted
evaluation studies of the impact of warnings over time (including the United States, Australia,
Malaysia, and Mauritius).
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These results support Hong Kong’s initiative to revise and enhance their health warnings. We
now turn to the evidence supporting increasing the size of warnings.
B. Increasing warning size above 50% increases impact of the warnings:
Evidence from Canada
In 2012, Canada increased the size of their pictorial warnings from 50% of the front and back
of the pack to 75%. The ITC Project evaluated the impact of this revision of the health
warnings, demonstrating that the new, larger warnings led to an increase in effectiveness.1
Figure 2—Canada’s lung cancer pictorial health warning in 2001 (50% front and back)
compared to 2012 (75% front and back)

Figure 3—Label Impact Index (LII) as a measure of effectiveness of pictorial health
warnings in Canada over time (2003-2014), showing the significant increase in
effectiveness after the increase in size of warnings from 50% to 75%.

1

Green, A.C. (2017). Doctoral dissertation in progress, University of Waterloo.
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C. Increasing warning size above 50% increases impact of the warnings:
Evidence from Uruguay
In 2009-10, Uruguay increased the size of its pictorial warnings from 50% of the front and
back of the pack to 80% on the front and back of the pack.
Figure 4—Example of Uruguay’s 2014 pictorial health warnings (80% front, 80% back)

The ITC Project evaluated the impact of this increase in warning size in a large-scale cohort
survey of about 1,400 smokers randomly sampled in Montevideo, the capital city, and in four
other cities. The ITC Uruguay data found that the increase in size led to increases across all
indicators of warning effectiveness (noticing health warnings, reading health warnings,
thinking about risks of smoking, thinking about quitting, avoiding looking at the warnings,
forgoing a cigarette) ̶ indicators that have been shown to predict future quit attempts.2
Figure 5—Impact of the increase in pictorial health warning label size from 50% to 80%
of the front and back of the pack in Uruguay

2

Gravely, S., Fong, G. T., Driezen, P., McNally, M., Thrasher, J. F., Thompson, M. E., Boado, M., Bianco, E.,
Borland, R., & Hammond, D. (2014). The impact of the 2009/2010 enhancement of cigarette health warning labels
in Uruguay: longitudinal findings from the International Tobacco Control (ITC) Uruguay Survey. Tobacco Control,
25, 89-95. doi:10.1136/tobaccocontrol-2014-051742
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These findings from Canada and Uruguay demonstrate clearly that the tobacco industry’s
claims that increasing the size of health warnings above 50% are not justified are simply
incorrect. Size DOES matter, and increasing the Hong Kong warnings from 50% to 80% would
definitely lead to increases in impact.
D. Adding quitline phone number to the health warning greatly increases quitline calls:
Evidence from Australia
In Australia, after text-only warnings on cigarette packs were replaced in 2006 with pictorial
warnings (30% front, 90% back) that also included a prominent display of the quitline number,
there was a sustained increase in the number of calls to the quitline, with the increase
exceeding that explained by accompanying mass media campaigns alone.3
Figure 6—Example of Australia’s 2006 pictorial health warnings (30% front, 90% back)
including the quitline number

In New Zealand, text-only warnings on cigarette packs in New Zealand were replaced with
pictorial warnings (30% front, 90% back) that included quitline information in 2008. The
percentage of new quitline callers increased from 12% to 27% over the first month after the
new pictorial warnings were introduced, and has remained steady from 2008 to 2011.4
E. Adding quitline phone number to health warnings greatly increases quitline calls and
treatment reach, including hard-to-reach population groups: Evidence from Canada
In 2012, Canada introduced new larger pictorial health warnings including a toll-free quitline
number. The introduction of the quitline number led to substantial benefits in the promotion of
quitting among smokers. There was a relative increase of 160% in the average monthly call
volume during the 7 months after the introduction of the new warnings and a sustained
increase of 43% in the subsequent months. In addition, there was a relative increase of 174%
in the number of new callers and a sustained increase of 80% in the subsequent months. The
call volume and number of new callers peaked in the fourth month, and third month,
respectively, after the new warnings were introduced; the effect lasted for 7 months and was
sustained for an additional 15 months.5
3

Miller CL, Hill DJ, Quester PG, Hiller JE. Impact on the Australian Quitline of new graphic cigarette pack warnings
including the Quitline number. Tob Control 2009 Jun;18(3):235-237
4
Wilson N, Li J, Hoek J, Edwards R, Peace J. Long-term benefit of increasing the prominence of a quitline number
on cigarette packaging: 3 years of Quitline call data. N Z Med J 2010;123(109-11).
5
Baskerville NB, Brown KS, Nguyen NC, Hayward L, Kennedy RD, Hammond D, Campbell HS (2016). Impact of
Canadian tobacco packaging policy on use of a toll-free quit-smoking line: an interrupted time-series analysis.
Can Med Assoc J Open 2016; 4:E59-E65. [doi: 10.9778/cmajo.20150104cmajo
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In a second evaluation study, in the 6 months after the introduction of the new warnings with
the quitline number, 86% of quitline callers reported seeing the quitline number on the
warnings. But importantly, treatment reach (proportion of smokers in the country who received
treatment from the quitline) nearly tripled (2.7 times).6 Moreover, the increase in treatment
reach was very strong among young males and among those with high school education or
less—two population subgroups for which smoking rates are high AND are particularly hard to
reach in attempts to promote cessation.
Figure 7—Example of Canada’s pictorial health warning introduced in 2012
(75% front, 75% back) including the quitline number

F. Conclusions
Together, the international evidence (from the ITC Project and other researchers) provide very
strong support for Hong Kong’s proposed amendments to the Smoking (Public Health)
ordinance. Increasing the size of pictorial warnings from 50% to 85% of the principal display
areas would establish Hong Kong’s global leadership in tobacco control by implementing the
world’s third-largest health warnings. Research shows that doing so would: (1) increase public
awareness of the harms of tobacco use, and (2) increase thoughts and behaviours that have
been shown to lead to quitting. Introducing the quitline number on the pack would significantly
increase awareness and use of the quitline among smokers interested in quitting, particularly
among those who are difficult to reach.
I applaud your commitment to strengthening the implementation of FCTC Article 11 and for
demonstrating global leadership in this important area of tobacco control. I welcome the
opportunity to address any issues that may arise in the course of your deliberations.
Sincerely,

Geoffrey T. Fong, Ph.D., FCAHS
Professor of Psychology and Public Health and Health Systems, University of Waterloo
Senior Investigator, Ontario Institute for Cancer Research
Principal Investigator, International Tobacco Control Policy Evaluation Project
Email: gfong@uwaterloo.ca
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packaging policy on quitline reach and reach equity. Prev Med 2015; 81:243-250.
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Biosketch of Geoffrey T. Fong, Ph.D., FCAHS

Dr. Geoffrey T. Fong is Professor of Psychology and of Public Health and Health Systems at the
University of Waterloo and Senior Investigator at the Ontario Institute for Cancer Research. Dr. Fong is
Founder and Chief Principal Investigator of the International Tobacco Control Policy Evaluation Project
(ITC Project). He received his B.A. in psychology from Stanford and his Ph.D. in social psychology from
the University of Michigan, and has held faculty positions at Northwestern and Princeton.
For the past 15 years, Dr. Fong has focused his research on tobacco use and on evaluating
tobacco control policies. In 2002, he founded the International Tobacco Control Policy Evaluation
Project (the ITC Project), a research consortium of over 150 researchers across 28 countries: Canada,
United States, United Kingdom, Australia, Ireland, France, Germany, Netherlands, Mexico, Uruguay,
Brazil, Republic of Korea, China, Thailand, Malaysia, New Zealand, Bhutan, India, Bangladesh,
Mauritius, Kenya, Zambia, Romania, Poland, Greece, Hungary, Spain, and Abu Dhabi (UAE). In each
country, the ITC Project has conducted large-scale longitudinal cohort surveys to evaluate the impact
of tobacco control policies of the WHO Framework Convention on Tobacco Control (FCTC). ITC
Surveys are being conducted in countries inhabited by over 50% of the world’s population and over
70% of the world's tobacco users. The ITC Project has received over $100 million in research grants.
Dr. Fong has published 277 journal articles and has contributed to major reports from the International
Agency for Research on Cancer (IARC), US Institute of Medicine, US National Academy of Sciences,
and US Surgeon General. He is one of the three editors of the recent monograph of the US National
Cancer Institute and WHO, The Economics of Tobacco and Tobacco Control. He has served as an
expert consultant to a number of countries, including Australia, Brazil, Canada, and Uruguay on a
diversity of issues relating to tobacco use and tobacco policy including additives, health warnings, plain
packaging, smoke-free laws. He is an expert for the Australian government in their defense of plain
packaging at the World Trade Organization and was an expert for Uruguay in the successful defense
of their policies that were challenged by Philip Morris International via a bilateral investment treaty.
Recently, Dr. Fong was a member of the 7-member Expert Group formed by the FCTC Conference of
the Parties that conducted the official impact assessment of the treaty over its first decade.
In 2007, Dr. Fong received a Senior Investigator Award from the Ontario Institute for Cancer
Research. In 2009, he received the “Top Canadian Achievement in Health Research Award” from the
Canadian Institutes for Health Research and Canadian Medical Association Journal, and a Prevention
Scientist Award (2011–16) from the Canadian Cancer Society. Dr. Fong received the 2011 CIHR
Knowledge Translation Award for his international work in disseminating ITC findings to governments,
researchers, and advocates. In 2012, Dr. Fong was a recipient of the Statistical Society of Canada’s
Lise Manchester Award for “the unique and historic research effort of the ITC Project.” In May 2013, Dr.
Fong was awarded a WHO World No Tobacco Day Award for his work “which has been instrumental
for the advance of the implementation of the WHO Framework Convention on Tobacco Control, not
only in the Region of the Americas but worldwide.” In March 2015, Dr. Fong received a Luther R. Terry
Award for Outstanding Research Contribution at the World Conference on Tobacco or Health, a global
award given every three years. In May 2015, Dr. Fong was elected a Fellow of the Canadian Academy
of Health Sciences.

Southeast Asia Tobacco Control Alliance
08 January 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
Regional support for the Hong Kong Government’s plan to strengthen Graphic Health Warnings
for Tobacco Products (LC Paper No. CB(2)386/16-17(05))
Dear Sirs/Mesdames:
The Southeast Asia Tobacco Control Alliance (SEATCA) is a regional multi-sectoral, non-profit, nongovernmental alliance that works closely with governments, researchers, and the World Health
Organization (WHO) to advance tobacco control in accordance with the WHO Framework Convention on
Tobacco Control (FCTC). SEATCA provides technical expertise to ASEAN Member States in developing
and implementing effective, evidence-based tobacco control including FCTC Article 11 on packaging and
labelling of tobacco products.
In 2016, the ASEAN region became the first and only geo-political region in the world to have all member
states require GHWs for tobacco products. In 2016, Lao PDR and Myanmar jumped from small text-only
warnings to 75%-sized GHWs, while Thailand, since 2014, has implemented GHWs covering 85% of
1
both front and back of the pack, the world’s third largest after Nepal and Vanuatu’s 90% warnings.
SEATCA fully supports the HK Government’s proposal to strengthen and update its 2007 graphic
health warnings (GHWs) on tobacco product packages by increasing the size to 85%, doubling the
number of warnings from six to twelve, and including a quitline and quit information in the GHWs. This
government proposal is in line with scientific evidence and international best practice, as well as
recommendations in the FCTC Article 11 implementation guidelines, aimed at cost-effectively
communicating the health risks of tobacco use, encouraging smokers to quit, and discouraging initiation
among the youth. Larger GHWs also more effectively decrease the attractiveness and appeal of
cigarettes and counter the alluring and persuasive images that tobacco companies use to promote their
products.
Tobacco companies vehemently oppose large GHWs and in the past several years have filed various
legal challenges against governments to block new and larger GHWs and advertising restrictions on
tobacco packages, even abusing international trade and investment agreements to do so. The good
news is that all these cases have been decided in favor of governments, such as in Thailand and India
(85% GHWs), Australia, UK, and France (plain packaging), Uruguay (80% GHWs and single pack
presentation per brand), and the EU (plain packaging, larger GHWs, and ban on flavored cigarettes).
The HK Legislative Council should therefore stand firmly behind and approve the government’s proposal
without hesitation in order to protect its public health interests.
We agree that our submission be made available to the media and the public and be uploaded onto the
Legislative Council website.
Thank you for you kind attention.
Sincerely yours,

Ms. Bungon Ritthiphakdee
Executive Director, SEATCA
Bungon@seatca.org

1

In 2016, India also began implementing 85%-sized GHWs.

Thakolsuk Place, Room 2B, 115 Thoddamri Road, Dusit, Bangkok 10300, Thailand
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+66 2 241 0082
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21 December 2016

To : Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Dear Panel on Health Services,
I am writing in support of the need for large packet warnings on Hong Kong cigarettes.
I was in Hong Kong recently to give a keynote lecture, entitled “Halving Premature Death”, and one
of my central conclusions (based on our nationwide studies in mainland China over the past 25
years, and our collaboration with Professor TH Lam’s studies in Hong Kong) is that cigarettes
cause 20% of all male deaths in mainland China, and that an even greater proportion of all male
deaths in Hong Kong. (The references to the original studies demonstrating this are Lancet 2015;
386: 1447 [copy attached] and BMJ 2001; 323: 361.)
The tobacco industry’s resistance to large warnings underlines their public health importance.
Richard Peto
Professor of Medical Statistics and Epidemiology
University of Oxford, UK
rpeto@ndph.ox.ac.uk
Sir Richard Peto
Clinical Trial Service Unit
Richard Doll Building
Old Road Campus
Roosevelt Drive
Oxford OX3 7LF, UK
General tel. +44 01865 743743
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Contrasting male and female trends in tobacco-attributed
mortality in China: evidence from successive nationwide
prospective cohort studies
Zhengming Chen, Richard Peto, Maigeng Zhou, Andri Iona, Margaret Smith, Ling Yang, Yu Guo, Yiping Chen, Zheng Bian, Garry Lancaster, Paul Sherliker,
Shutao Pang, Hao Wang, Hua Su, Ming Wu, Xianping Wu, Junshi Chen, Rory Collins, Liming Li, for the China Kadoorie Biobank (CKB) collaborative group*

Summary

Background Chinese men now smoke more than a third of the world’s cigarettes, following a large increase in urban
then rural usage. Conversely, Chinese women now smoke far less than in previous generations. We assess the
oppositely changing effects of tobacco on male and female mortality.
Methods Two nationwide prospective studies 15 years apart recruited 220 000 men in about 1991 at ages 40–79 years
(first study) and 210 000 men and 300 000 women in about 2006 at ages 35–74 years (second study), with follow-up
during 1991–99 (mid-year 1995) and 2006–14 (mid-year 2010), respectively. Cox regression yielded sex-specific adjusted
mortality rate ratios (RRs) comparing smokers (including any who had stopped because of illness, but not the other
ex-smokers, who are described as having stopped by choice) versus never-smokers.
Findings Two-thirds of the men smoked; there was little dependence of male smoking prevalence on age, but many
smokers had not smoked cigarettes throughout adult life. Comparing men born before and since 1950, in the older
generation, the age at which smoking had started was later and, particularly in rural areas, lifelong exclusive cigarette
use was less common than in the younger generation. Comparing male mortality RRs in the first study (mid-year
1995) versus those in the second study (mid-year 2010), the proportional excess risk among smokers (RR-1)
approximately doubled over this 15-year period (urban: RR 1·32 [95% CI 1·24–1·41] vs 1·65 [1·53–1·79]; rural: RR 1·13
[1·09–1·17] vs 1·22 [1·16–1·29]), as did the smoking-attributed fraction of deaths at ages 40–79 years (urban: 17% vs
26%; rural: 9% vs 14%). In the second study, urban male smokers who had started before age 20 years (which is now
typical among both urban and rural young men) had twice the never-smoker mortality rate (RR 1·98, 1·79–2·19,
approaching Western RRs), with substantial excess mortality from chronic obstructive pulmonary disease (COPD RR
9·09, 5·11–16·15), lung cancer (RR 3·78, 2·78–5·14), and ischaemic stroke or ischaemic heart disease (combined RR
2·03, 1·66–2·47). Ex-smokers who had stopped by choice (only 3% of ever-smokers in 1991, but 9% in 2006) had little
smoking-attributed risk more than 10 years after stopping. Among Chinese women, however, there has been a tenfold
intergenerational reduction in smoking uptake rates. In the second study, among women born in the 1930s, 1940s,
1950s, and since 1960 the proportions who had smoked were, respectively, 10%, 5%, 2%, and 1% (3097/30 943,
3265/62 246, 2339/97 344, and 1068/111 933). The smoker versus non-smoker RR of 1·51 (1·40–1·63) for all female
mortality at ages 40–79 years accounted for 5%, 3%, 1%, and <1%, respectively, of all the female deaths in these
four successive birth cohorts. In 2010, smoking caused about 1 million (840 000 male, 130 000 female) deaths in China.
Interpretation Smoking will cause about 20% of all adult male deaths in China during the 2010s. The tobacco-attributed
proportion is increasing in men, but low, and decreasing, in women. Although overall adult mortality rates are falling, as
the adult population of China grows and the proportion of male deaths due to smoking increases, the annual number of
deaths in China that are caused by tobacco will rise from about 1 million in 2010 to 2 million in 2030 and 3 million in 2050,
unless there is widespread cessation.
Funding Wellcome Trust, MRC, BHF, CR-UK, Kadoorie Charitable Foundation, Chinese MoST and NSFC
Copyright © Chen et al. Open Access article distributed under the terms of CC BY.

Introduction
For national disease control strategies, and for individual
decisions about smoking, what matters is not just
current but also future tobacco-attributed mortality
rates. China now consumes over a third of the world’s
cigarettes,1 but the increase is too recent for the full
effect of current cigarette consumption levels on the
hazard per continuing smoker to have emerged.2,3 There
www.thelancet.com Vol 386 October 10, 2015

has been a large intergenerational increase in cigarette
smoking by young men, first in urban and then in rural
areas. In contrast, there has been a large intergenerational
decrease in smoking among women, at least until
women born in the 1970s.4–7 So, assessment of future
tobacco hazards must allow for urban versus rural and,
particularly, male versus female differences in lifelong
smoking patterns.
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Research in context
Systematic review
Existing reviews of smoking and death in China include mainly
studies established during the 1980s or 1990s.23,24 We searched
PubMed for further such studies using the terms “smoking”
AND “mortality” AND “China”, but found no large studies
reported in English. The previous studies mainly involved
people born before 1950 who, unlike those born more
recently, had not smoked cigarettes persistently since early
adulthood, or had smoked forms of tobacco (eg, pipes) that
carry a lower risk than manufactured cigarettes. These
previous studies could not assess directly the growing risks of
tobacco in the present century. For, the hazards among
smokers depend importantly not only on recent smoking
patterns, but also on patterns in early adult life,2,13,14 and
consumption of substantial numbers of cigarettes from early
adulthood used to be uncommon, particularly in rural areas.
Future hazards can be assessed only by studies of large
numbers who have smoked cigarettes ever since early
adulthood. Our two nationally representative studies can
help to assess how the epidemic of smoking in mainland
China has developed, and how it will evolve.

Assessment of current and future tobacco hazards must
also allow for other changes in mortality. Communicable
disease mortality is decreasing steeply and noncommunicable disease mortality is also decreasing, albeit
more slowly.8,9 This health transition is continuing, so allcause mortality is falling in children and in adults, despite
the net effects of changes in smoking and in adiposity. At
1970 Chinese rates, half would die before age 70 years
(including 10% before age 5 plus another 10% before age
50). At 2010 rates, however, only a quarter would die before
age 70 years (including only 1% before age 5 plus another
4% before age 50).9 These improvements are likely to
continue (except perhaps in male smokers), due to better
treatment and reductions in many other causes of disease.
The Chinese population has stabilised below age 50,
but at ages 60–79 years it will double from 2010 to 2030,
then stabilise.10 The rising over-50 population and
falling age-specific death rates affect projections of
tobacco-attributed mortality, and of the eventual risks for
those smokers who, as has become usual for men in
urban and then rural China, started substantial cigarette
usage before age 20 years. The hazards currently seen in
urban men who started cigarette smoking before age
20 years are particularly important, as they foreshadow
what nationwide smoker versus non-smoker mortality
rate ratios (RRs) will eventually become.2,3
Successive nationally representative epidemiological
studies, conducted some time apart, can help to monitor
and predict trends in tobacco-attributed mortality.11–15
We report two large studies in China, one monitoring
deaths from 1991–99 (mid-year 1995),16 and the second
monitoring deaths 15 years later, from 2006–14 (mid-year
1448

Interpretation
There are contrasting male and female trends. Among
women, tobacco-attributed mortality is currently about 5%,
3%, 1%, and <1% of all mortality in those born in the 1930s,
1940s, 1950s, and since 1960. Female tobacco-attributed
mortality is likely to fall as the pre-1950 generation, in which
some women smoke, is replaced by the next generation, in
which far fewer do so. Among men, the situation is opposite;
the proportion of male deaths from smoking has been
increasing, first in urban and then in rural areas, and already
by 2010 tobacco accounted for a quarter of urban male deaths
at ages 40–79 years. Among urban male smokers who started
to smoke cigarettes (rather than other forms of tobacco)
before age 20 years, which is the uptake pattern that is now
typical among young men throughout China, overall
mortality is already twice as great as among otherwise similar
men who never smoked. As the epidemic matures, first in
urban and then in rural areas, and the population grows,
Chinese tobacco deaths will rise from about 1 million in 2010,
to 2 million in 2030, and 3 million in 2050, unless there is
widespread cessation.

2010).17,18 Changing smoker versus non-smoker RRs
between the two studies show how the epidemic is evolving.
The baseline survey of the second study (which was more
detailed than that of the first) yields data on intergenerational
changes in smoking patterns among urban and rural men
and women, and prospective follow-up of mortality yields
the RRs associated with each pattern, including the
particularly informative hazards among urban men who
have smoked cigarettes since before age 20 years.

Methods

Study populations
After a pilot phase in 1990–91, the first nationwide
prospective study (Chinese Prospective Smoking Study
[CPSS]) had its main recruitment phase from April 9, to
Dec 31, 1991, with follow-up to Dec 31, 1999 (mid-year
1995). The second (China Kadoorie Biobank [CKB] study)
recruited from June 25, 2004, to July 15, 2008, with
follow-up to Jan 1, 2014 (mid-year 2010). The designs and
methods of both studies have been described previously.16–18
In the first, 225  721 men were recruited from 45 study
areas, chosen at random from 145 nationally represen
tative Disease Surveillance Points (DSPs). A typical DSP
monitors cause-specific deaths in 50 000–100 000 residents
in five to ten nearby residential units (groups of rural
villages or urban street committees). In each study area
(22 rural, 23 urban), two or three such units were randomly
selected and all men aged 40 years or older were identified
through local residential records and invited to take part;
about four-fifths participated (including 219 893 at ages
40–79 years). In local study clinics, trained health workers
measured blood pressure, height, weight, and peak
www.thelancet.com Vol 386 October 10, 2015
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expiratory flow rate and administered a standardised
questionnaire on demographics, education, occupation,
smoking, drinking, diet, and self-reported medical
history. Survey records were handwritten on paper, with
subsequent data entry double-punched.
In the second study, 210 222 men and 302 669 women
were recruited in 2004–08 from ten diverse locations across
China, four urban and six rural (or semi-rural in the case of
Suzhou). These study areas chosen from the DSPs to span a
range of socioeconomic levels, risk factor patterns, and
disease patterns. The set of all DSPs is nationally
representative, and after excluding a few with organisational
difficulties, the choice of ten study sites from the remaining
DSPs was made centrally, knowing local characteristics and
cause-specific death rates. The exact choice of areas was
decided carefully, aiming successfully to retain geographic
and social balance and balance across deciles of mortality
from major diseases, so the set of ten study sites should
still be approximately nationally representative. All
1 801 167 registered residents of age 35–74 years were
identified through local records and invited to survey clinics,
and 500 223 (28%) participated; another 12 668 just outside
this age range also participated. As a substantial minority of
registered residents would actually have been living
elsewhere, we estimate that about a third of the invitees
actually living in the study areas participated. Trained health
workers took blood for long-term storage; measured height,
weight, waist, hips, bioimpedance, blood pressure, heart
rate, and lung function; and administered laptop-based
questionnaires on tobacco, alcohol, diet, indoor air pollution,
physical activity, education, socio-demographic status,
medical history, and female reproductive history.17

medical attention, standardised procedures determined
probable causes from symptoms or signs described by
informants (usually family). Deaths were coded by
trained staff, blind to baseline data, using International
Classification of Diseases (ICD)-9 in the first study and
ICD-10 in the second (appendix p 3). At ages 40–79 years,
each study had about 25 000 deaths.

Statistical analysis
Cox regression yielded multi-covariate-adjusted smoker
versus never-smoker RRs at ages 40–79 years. Pack-years
were not used, as ten cigarettes per day for 40 years may
have effects very different from those of 20 cigarettes per
day for 20 years. Analyses were stratified for location
(first study 45 areas, second study ten areas) and 5-year
age-at-risk groups, and adjusted for education (tertiary,
secondary, primary, or none completed) and alcohol
consumption (never, occasional, or ever-regular).
The RR for each smoking category is accompanied by a
CI derived only from the variance of the log risk in that
one category. Hence, each RR, including that for the
reference group, is associated with a group-specific CI
that can be thought of as reflecting the amount of data
only in that one category.21 The 95% group-specific CI for
RR is (RR/T, RR×T), where T=exp (1·96√v) and v is the
variance of the log risk.
If the reference group with RR=1 and another group
with RR=R have, respectively, group-specific CIs (a, b)
and (x, y), then the CI for R that allows for the variation
in both of the groups is (√ [xy/k], √ [xyk]), where log (k) is
given by √(log2 [y/x] + log2 [b/a]); since k>y/x, this CI is
wider than (x, y).

Assessment of smoking

Mortality follow-up
Cause-specific mortality in both studies was monitored
through DSP death registries,20 and checked annually
against local residential records, with active confirmation
of survival through street committees or village
administrators.18 In the second study, deaths were also
monitored through the new nationwide health insurance
system (yielding few additional cases). Causes were
checked against any available medical records. For the
few deaths (about 5% in both studies) without recent
www.thelancet.com Vol 386 October 10, 2015
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Ever-smoking prevalence (%)

In both studies, questions about smoking included
frequency, type, amount (current and past), age first began,
age stopped, and main reason for cessation (already ill or
stopped by choice), with additional information in the
second study on inhalation and exhaled CO (MicroCO
meter, Carefusion, San Diego, CA, USA).19 Regular
smokers used one or more cigarettes (or ≥1 g tobacco) daily
for at least 6 months. Of smokers who had stopped
(≥6 months), about half had done so because they were ill,
and (to avoid bias) were still counted with smokers in the
main analyses; the remainder, who are described as having
stopped by choice, helped assess the effects of cessation.

See Online for appendix

Two study areas (one urban, one rural)
in northeast or southwest China
Eight remaining study areas
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Figure 1: Chinese female smoking uptake rate by year of birth and locality
300 000 women seen in ten study areas in about 2006, with birth years grouped
as: before 1935, 1935–44, 1945–54, 1955–64, and 1965 or later. The two areas
where many older women smoked are in Harbin (urban northeast China) and
Sichuan (rural southwest China). Taking all ten areas together, the prevalences of
ever-smoking among women born in the 1930s, 1940s, 1950s, 1960s, and
1970s were, respectively, 10%, 5%, 2%, 1%, and <1% (3097/30 943, 3265/62 246,
2339/97 344, 926/94 772, and 142/17 161).
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Figure 2: Urban and rural Chinese male smoking patterns, by year of birth—prevalence, consumption, age started, and tobacco type smoked initially
210 000 men seen in about 2006 (at the 2004–08 baseline survey for the second prospective study). Prevalence of smoking (A); amount smoked per day when last
smoked (B); Mean age started smoking regularly (C); and percentage of all smokers who used cigarettes when first started (D). To avoid reverse causality biasing the
apparent effects of smoking and of cessation, in panel (A) and in the main analyses, the few men who had stopped smoking because they were ill are combined with
the continuing smokers, leaving the ex-smokers who had stopped by choice. The overall proportions of men who had stopped because they were ill were 2·16%, 2·47%,
2·19%, 1·08% and 0·12% for those born during the 1930s, 1940s, 1950s, 1960s, and 1970s respectively.

If RR is causal, the fraction of all deaths in the
population that is attributed to smoking (ie, the
population-attributed fraction; PAF) is P(RR-1) divided by
RR, P being the prevalence of smoking among those
dying of the relevant cause.22 Setting P=1 yields (RR–1)
divided by RR, the fraction of the mortality among
smokers that is attributed to smoking. Analyses used SAS
version 9.3.

Role of the funding sources
The funders of the study had no role in study design,
data collection, data analysis, data interpretation, or
writing of the report. ZC, RP, and LL had full access to all
the data in the study and had final responsibility for the
decision to submit for publication.
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Results
Women were included only in the second study. Of
302 669 women enrolled in 2004–08, only 3·2% were ever
regular smokers, including 0·5% who stopped by choice.
Smoking uptake decreased steeply across successive
generations of women. Hence, there were much lower
prevalences among those born in more recent decades
(figure 1). Taking all study areas together, the prevalences
of smoking among women born in the 1930s, 1940s, 1950s,
and since the 1960s were 10%, 5%, 2%, and 1% (see figure 1
legend). In most locations, few women smoked, although
in urban Harbin (northeast China) and rural Sichuan
(southwest China), appreciable numbers of older women
did so. Both in these two locations and elsewhere, the
prevalence was about tenfold lower in women born in the
www.thelancet.com Vol 386 October 10, 2015
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Urban men, about 2010 (2006–14)
Age started smoking (mean), years
Age <20 (16·9)
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1·98 (1·85–2·13)
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12·6

754

1·44 (1·34–1·55)

96

2·23 (1·82–2·73)

196

1·49 (1·29–1·72)

24

2·89 (1·93–4·32)

14·9

2394

1·65 (1·59–1·73)

350

2·98 (2·66–3·33)

578

1·63 (1·49–1·77)

91

4·61 (3·71–5·71)

4·5

924

1·00 (0·94–1·07)

69

1·00 (0·79–1·27)

242

1·00 (0·88–1·14)

18

All smokers
Non-smokers
Trend p value†

<0·0001

0·0002

0·0032

9·09 (6·60–12·50)

1·00 (0·62–1·60)
<0·0001

Rural men, about 2010 (2006–14)
Age started smoking (mean), years
<20 (16·8)

15·1

2710

1·39 (1·34–1·45)

271

2·91 (2·58–3·29)

334

1·37 (1·23–1·53)

315

1·88 (1·68–2·10)

20–24 (21·2)

13·6

2788

1·26 (1·21–1·31)

275

2·45 (2·17–2·75)

397

1·35 (1·23–1·49)

261

1·41 (1·24–1·59)

≥25 (31·3)

11·8

2434

1·05 (1·01–1·10)

177

1·63 (1·41–1·90)

347

1·04 (0·93–1·16)

233

1·07 (0·94–1·22)

13·6

7932

1·22 (1·20–1·25)

723

2·30 (2·13–2·48)

1078

1·24 (1·17–1·32)

809

1·41 (1·31–1·51)

6·0

2031

1·00 (0·96–1·05)

92

1·00 (0·81–1·23)

316

1·00 (0·89–1·12)

172

All smokers
Non-smokers
Trend p value†

<0·0001

<0·0001

0·0005

1·00 (0·86–1·16)
<0·0001

Urban men, about 1995 (1991–99)
Age started smoking (mean), years
<20 (16·7)

··

1158

1·60 (1·51–1·70)

142

3·20 (2·69–3·80)

178

1·58 (1·36–1·84)

194

1·82 (1·57–2·21)

20–24 (21·2)

··

1358

1·37 (1·30–1·44)

130

2·31 (1·95–2·75)

208

1·37 (1·19–1·57)

209

1·43 (1·25–1·64)

≥25 (30·6)

··

1136

1·11 (1·04–1·17)

97

1·73 (1·42–2·12)

178

1·17 (1·01–1·36)

186

1·16 (1·00–1·34)

All smokers

··

3652

1·32 (1·28–1·37)

369

2·32 (2·08–2·59)

564

1·35 (1·23–1·47)

589

1·42 (1·30–1·55)

Non-smokers

··

1381

1·00 (0·95–1·06)

82

1·00 (0·80–1·25)

240

1·00 (0·87–1·14)

197

Trend p value†

<0·0001

<0·0001

0·0052

1·00 (0·87–1·15)
<0·0001

Rural men, about 1995 (1991–99)
Age started smoking (mean), years
<20 (16·8)

··

5107

1·20 (1·16–1·23)

236

1·98 (1·73–2·26)

435

1·12 (1·02–1·23)

1373

1·40 (1·33–1·48)

20–24 (20·9)

··

6215

1·14 (1·11–1·17)

280

1·82 (1·62–2·05)

605

1·17 (1·08–1·27)

1573

1·28 (1·22–1·34)

≥25 (29·6)

··

3901

1·04 (1·01–1·07)

139

1·37 (1·16–1·62)

385

1·08 (0·98–1·18)

986

1·06 (0·99–1·13)

All smokers

··

15 223

1·13 (1·11–1·15)

655

1·76 (1·62–1·91)

1425

1·13 (1·07–1·20)

3932

1·25 (1·21–1·30)

Non-smokers

··

4855

1·00 (0·97–1·03)

150

1·00 (0·85–1·18)

499

1·00 (0·91–1·09)

1114

Trend p value†

<0·0001

<0·0001

0·0620

1·00 (0·94–1·06)
<0·0001

Group-specific CI for the non-smoker RR of 1·00 reflects the variance of the log risk in non-smokers; for each of the other RRs the CI is correspondingly wider than the group-specific CI. COPD=chronic obstructive
pulmonary disease. *RRs (smokers vs non-smokers) were adjusted for 5-year age group and region, alcohol, and education; additional adjustment for occupation made no material difference to the RRs. †Trend
test in smokers, ignoring non-smokers; if trend tests in this table had included non-smokers, each would have yielded p<0·0001.

Table 1: Age started smoking regularly versus cause-specific mortality rate ratio (RR) among urban and rural men in about 2010 (second study) and about 1995 (first study)

1960s (age about 40 years in 2006) than in women born in
the 1930s (age about 70 years in 2006). On average, female
smokers had started at age 27 years and currently smoked
about 10 g/day (ten cigarette equivalents/day, though not
necessarily as cigarettes).
During 2·0 million woman-years of follow-up (mid-year
2010), 9934 women died at ages 40–79 years. Female
mortality rates were significantly related to smoking for all
causes (RR 1·51, 1·40–1·63) and for lung cancer, ischaemic
heart disease, and chronic obstructive pulmonary disease
(COPD) (appendix p 4).The proportional increase in overall
mortality among smokers was greater in urban (RR 1·72,
1·52–1·96) than in rural (RR 1·40, 1·27–1·54) women, but
numbers were too small for subdivision by smoking
www.thelancet.com Vol 386 October 10, 2015

patterns. If these associations are causal, then about a third
(0·51/1·51) of all deaths of female smokers were due to
tobacco. As, however, few women smoked, the fraction of
female mortality attributed to smoking was only 3% for
deaths at ages 40–79 years (and 1·1%, 2·7%, and 5·2% for
deaths at ages 40–59, 60–69, and 70–79 years). This
dependence on age can also be expressed in terms of
decade of birth: smoking caused about 5%, 3%, 1%, and
less than 1% of all deaths among Chinese women born in
the 1930s, 1940s, 1950s, and since 1960. The prevalences of
smoking in these four birth cohorts were 10%, 5%, 2%,
and 1%, respectively.
Among men, the smoking patterns were very different.
The first of these two prospective studies began about
1451
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Mortality rates in ~1995 (first study)

Mortality rates in ~2010 (second study)

RR (95% CI)

2·0

1·5

1·0

0

Never smoked

Never smoked

Urban men
Rural men
<20

20–24
Age started smoking (years)

≥25

<20

20–24

≥25

Age started smoking (years)

Figure 3: All-cause smoker versus never-smoker mortality rate ratio (RR) among urban and rural Chinese men
in two prospective studies, by time period (about 1995 or about 2010) and by age started smoking regularly
Each study followed about 200 000 men. Each group-specific CI (including that for never-smokers, given by the
width of the shaded strip) reflects the variance of the log risk in that one group, so comparisons of RRs use variances
from more than one group.

15 years before the second (1991 vs 2006), so those in it
had, on average, an earlier year of birth (1938 vs 1954) and
were less likely to have smoked only cigarettes when they
started smoking, or last smoked (appendix p 5). The
prevalences of ever-smoking among men in the
two studies were similar, and did not depend strongly on
age. In the second study, 68% were smokers (including
those who had stopped because they were ill) and another
7% were ex-smokers (described as stopping by choice).
Figure 2, from the baseline survey for the second study,
describes smoking patterns by birth year. Male smokers
born in 1970 had started around age 20 years and used
only cigarettes, but male smokers born in the 1930s (an
earlier generation) had started around age 25 years,
smoked other tobacco types, and (not shown) were
slightly less likely to inhale deeply. The proportion of
smokers who had used cigarettes throughout adulthood
was higher in urban than in rural men.
Male deaths at ages 40–79 years numbered 25 548 in the
first study and 14 241 in the second. In both, smokers’
mortality rates were significantly elevated (first study:
RR 1·17, 1·14–1·21; second study: RR 1·33, 1·28–1·39;
table 1). So, although the studies were only 15 years apart
(mid-years of follow-up 1995 and 2010), the proportional
excess mortality among smokers (RR-1) had approximately
doubled. Within each study, the RRs for all-cause mortality
were not as extreme in rural as in urban men (first study:
rural RR 1·13, 1·09–1·17 and urban RR 1·32, 1·24–1·41;
second study: rural RR 1·22, 1·16–1·29 and urban RR 1·65,
1·53–1·79). Apart from the rural versus urban difference,
the RRs in the second study differed little across study sites
(appendix p 6). If the associations of smoking with death
are largely causal, then the proportion of all male deaths at
ages 40–79 years attributed to smoking rose between 1995
and 2000 from about 11% in the first study (PAF 9% rural,
17% urban) to about 18% in the second study (PAF 14%
rural, 26% urban). If the PAF rose from 11% in 1995 to
1452

18% in 2010, it will be at least 20% by the mid-2010s.
Hence, smoking will cause about 20% of all male deaths at
ages 40–79 years during the 2010s (ie, 2010–19).
Similarly, the proportional excess mortality among
smokers (ie, RR-1) increased substantially between 1995
and 2010 for lung cancer (first study: RR 1·95, 1·68–2·26;
second study: RR 2·58, 2·17–3·05), all vascular disease
(first study: RR 1·12, 1·07–1·18; second study: RR 1·24,
1·16–1·33), and COPD (first study: RR 1·28, 1·20–1·36;
second study: RR 1·62, 1·38–1·90).
Figure 3 shows, for both studies, the urban and rural
RRs for overall mortality by age started smoking regularly.
In each case, men who had started before age 20 years
(mean age 17 years) were at substantially greater risk than
were those who had started at ages 20–24 years (mean age
21 years). Differences in the reported ages at which men
had started smoking regularly did not, however, suffice to
explain the more extreme RRs in the second study, as even
within each category of age started, the RR was substantially
more extreme in the second study (table 1).
Among urban male smokers in the second study who
had started before age 20 years (as is now typical
throughout urban and rural China), most had always used
manufactured cigarettes, and their all-cause mortality rate
was double that of non-smokers (RR 1·98, 1·79–2·19).
This suggests that about half (0·98/1·98) of their deaths
were due to tobacco. This proportion could well rise still
further. The few urban men who had started before age
15 years were at even greater risk (RR 2·64, 2·19–3·19).
The remaining analyses are given separately for urban
and rural men in the two studies. The discussion
particularly emphasises findings in the second study for
urban smokers, among whom the RR was 1·65 (1·53–1·79)
for all causes, 2·98 (2·28–3·89) for lung cancer,
1·63 (1·39–1·90) for ischaemic stroke or ischaemic heart
disease, and 4·61 (2·75–7·73) for COPD; the RRs were even
more extreme for men who had started before age 20 years
(table 1). Smokers also had elevated mortality from some
other diseases (appendix p 4), including stomach and
oesophagus cancer, which are still major causes of death in
some parts of China. In rural men, the RRs were generally
less extreme, especially for vascular disease and COPD.
For the same disease groupings, table 2 shows urban
and rural RRs in both studies by amount last smoked
(<15, 15–24 and ≥25 g/day, adding together cigarettes per
day and g per day of tobacco). It is only the RRs (not the
absolute mortality rates) that are compared between areas
and studies, as in table 1. For smokers in the second
study, among urban men there were highly significant
dose-response relationships for mortality from all causes,
lung cancer, ischaemic stroke and ischaemic heart disease
(each trend p<0·0001), and COPD (trend p=0·0021), but
in rural men, the dose-response relationships among
smokers (ignoring the non-smokers) were significant
only for lung cancer, a disease with little time between
symptom onset and death. The lack of a dose-response
relationship for COPD (a major cause of death in rural
www.thelancet.com Vol 386 October 10, 2015
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Breath
CO, ppm

All causes

Lung cancer

Ischaemic stroke or ischaemic
heart disease

COPD

Number RR*
of deaths (95% group-specific CI)

Number RR*
of deaths (95% group-specific CI)

Number RR*
of deaths (95% group-specific CI)

Number RR*
of deaths (95% group-specific CI)

Urban men, about 2010 (2006–14)
Daily amount smoked (mean)
<15 (8·3)

12·0

890

1·48 (1·39–1·59)

115

2·28 (1·90–2·74)

209

1·36 (1·19–1·56)

26

2·94 (1·99–4·35)

15–24 (19·2)

16·2

1091

1·70 (1·60–1·80)

167

3·28 (2·82–3·83)

261

1·73 (1·53–1·96)

45

5·40 (4·04–7·23)

≥25 (34·9)
All smokers
Non-smokers

17·6

413

1·93 (1·75–2·12)

68

4·12 (3·24–5·24)

108

2·24 (1·85–2·71)

20

7·26 (4·66–11·32)

14·9

2394

1·65 (1·59–1·73)

350

2·98 (2·66–3·33)

578

1·63 (1·49–1·77)

91

4·61 (3·71–5·71)

4·5

924

1·00 (0·94–1·07)

69

1·00 (0·79–1·27)

242

1·00 (0·88–1·14)

18

Trend p value†

<0·0001

<0·0001

<0·0001

1·00 (0·62–1·60)
0·0021

Rural men, about 2010 (2006–14)
Daily amount smoked (mean)
<15 (7·7)

12·1

3298

1·25 (1·20–1·29)

202

1·81 (1·57–2·09)

537

1·27 (1·16–1·39)

347

15–24 (19·3)

14·5

3113

1·17 (1·13–1·22)

333

2·38 (2·14–2·65)

380

1·14 (1·03–1·27)

306

1·32 (1·18–1·47)

≥25 (35·3)

14·0

1521

1·27 (1·20–1·34)

188

3·20 (2·75–3·72)

161

1·37 (1·16–1·61)

156

1·34 (1·13–1·59)

13·6

7932

1·22 (1·20–1·25)

723

2·30 (2·13–2·48)

1078

1·24 (1·17–1·32)

809

1·41 (1·31–1·51)

6·0

2031

1·00 (0·96–1·05)

92

1·00 (0·81–1·23)

316

1·00 (0·89–1·12)

172

All smokers
Non-smokers
Trend p value†

0·7875

<0·0001

0·9951

1·52 (1·36–1·70)

1·00 (0·86–1·16)
0·1126

Urban men, about 1995 (1991–99)
Daily amount smoked (mean)
<15 (8·2)

··

1332

1·23 (1·16–1·30)

104

1·77 (1·46–2·15)

202

1·22 (1·06–1·40)

223

1·28 (1·12–1·46)

15–24 (19·2)

··

1660

1·35 (1·29–1·42)

190

2·62 (2·27–3·03)

261

1·40 (1·24–1·59)

256

1·45 (1·28–1·64)
1·78 (1·46–2·15)

··

660

1·51 (1·39–1·63)

75

2·80 (2·21–3·53)

101

1·55 (1·27–1·89)

110

All smokers

≥25 (36·1)

··

3652

1·32 (1·28–1·37)

369

2·32 (2·08–2·59)

564

1·35 (1·23–1·47)

589

1·42 (1·30–1·55)

Non-smokers

··

1381

1·00 (0·95–1·06)

82

1·00 (0·80–1·25)

240

1·00 (0·87–1·14)

197

1·00 (0·87–1·15)

Trend p value†

<0·0001

0·0015

0·0389

0·0071

Rural men, about 1995 (1991–99)
Daily amount smoked (mean)
<15 (8·9)

··

3959

1·16 (1·09–1·16)

132

1·37 (1·15–1·63)

434

1·10 (1·00–1·21)

1005

1·25 (1·17–1·33)

15–24 (18·8)

··

6886

1·13 (1·10–1·15)

327

1·90 (1·70–2·12)

659

1·18 (1·09–1·28)

1800

1·23 (1·18–1·29)

≥25 (36·5)

··

4378

1·13 (1·10–1·17)

196

1·84 (1·58–2·13)

332

1·08 (0·97–1·21)

1127

1·29 (1·22–1·38)

All smokers

··

15 223

1·13 (1·11–1·15)

655

1·76 (1·62–1·91)

1425

1·13 (1·07–1·20)

3932

1·25 (1·21–1·30)

Non-smokers

··

4855

1·00 (0·97–1·03)

150

1·00 (0·85–1·18)

499

1·00 (0·91–1·09)

1114

Trend p value†

0·7163

0·0233

0·8946

1·00 (0·94–1·06)
0·4014

Daily amount smoked adds together cigarettes plus g of other tobacco. Group-specific CI for the non-smoker RR of 1·00 reflects the variance of the log risk in non-smokers. COPD=chronic obstructive pulmonary
disease. *RRs (smokers vs non-smokers) were adjusted for 5-year age group and region, alcohol, and education; additional adjustment for occupation made no material difference to the RRs. †Trend test in
smokers, ignoring non-smokers; if trend tests in this table had included non-smokers, each would have yielded p<0·0001.

Table 2: Amount last smoked versus cause-specific mortality rate ratio (RR) among urban and rural men in about 2010 (second study) and about 1995 (first study)

areas) may reflect biases from reverse causality, whereby
COPD symptoms could reduce the amount smoked. For
all four disease groupings, tests for trend that included
the never-smokers as having zero dose were highly
significant in urban and rural areas in both studies
(16 trend tests each p<0·0001; table 2).
The proportion of male smokers who had stopped by
choice rose appreciably over the 15 years from 1991 to
2006, from only 3% (4306/160 971) in the first baseline
survey to 9% (14 080/156 313) in the second, and
stopping by choice avoided nearly all the excess risk that
would have been seen at the mortality rates of
continuing smokers (figure 4). Among ex-smokers who
had stopped by choice, the RR for all-cause mortality
www.thelancet.com Vol 386 October 10, 2015

was 1·02 (0·95–1·10), and it attenuated with quitting
duration. For men who had stopped by choice less than
5 years, 5–14 years, and 15 or more years before baseline,
the RRs were 1·21 (1·07–1·37), 1·00 (0·90–1·11), and
0·98 (0·87–1·11) (trend p=0·01). These findings were
not materially changed by inclusion of the first-study
results (appendix p 7). Numbers who stopped by choice
and died from specific conditions were too small for
separate analysis. Among men who had stopped
because they were already ill, the protective effects of
quitting cannot be assessed straightforwardly. For, even
if cessation is substantially protective, the illness that
had made them stop could still cause them to be at
misleadingly elevated risk (figure 4).
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2·12

Stopped due to ill health
Stopped by choice, while still healthy

2·0

RR (95% CI)

1·55
1·5

1·32
1·21
1·00

0·98

5–14

≥15

1·0
Never smoked

0

<5

Years stopped smoking

Figure 4: Ex-smoker versus never-smoker all-cause mortality rate ratio (RR), by
years stopped smoking and reason stopped, for men in the second study
Each group-specific CI (including that for never-smokers, given by the width of the
shaded strip) reflects the variance of the log risk in that 1 group, so comparisons
use variances from more than one group.

The smoker versus non-smoker RRs for lung cancer in
these studies are much less extreme than in recent US
prospective studies (appendix p 8–10), but the absolute
excess lung cancer mortality in Chinese smokers is still
substantial, as Chinese people have much higher nonsmoker lung cancer rates than Americans do, especially
in later middle age.3 Within China, never-smoker lung
cancer rates fell slightly between the two prospective
studies, whereas the smokers’ lung cancer rates rose,
resulting in greater RRs in the second study.

Discussion
Among Chinese men, tobacco-attributed mortality has
grown considerably since the 1990s, and during the 2010s,
smoking will cause about 20% of all male deaths at ages
40–79 years, up from only about 10% in the early 1990s.
Moreover, the mortality rate ratio of 2 already seen among
urban male smokers who started before age 20 years (the
uptake pattern now typical in both urban and rural China)
suggests that about half of these men’s deaths were
caused by smoking. This mortality rate ratio of 2 is still
increasing, foreshadowing substantially greater future
hazards for Chinese men (panel). Also, although this was
not assessed in the present report, tobacco causes many
non-fatal disease episodes, and much disability.
Among Chinese women, however, tobacco-attributed
mortality is much smaller, and is currently still falling.
Fewer women than men are smokers, and there was a
large intergenerational decrease in the female prevalence
of smoking, from about 10% among women born in the
1930s down to only about 1% among women born around
1970, which has been confirmed in an independent
1454

nationwide survey.6 Hence, although the present study
suggests that the hazard per smoker is comparable for
men and women, as did previous studies,13,14,23 tobaccoattributed mortality in the entire female population is low,
and will fall further by 2030 as the present generation of
women in which few smoke is succeeded by a generation
in which even fewer smoke. (A recent WHO report
mistakenly suggested, using methods3 inappropriate
for China, that male and female tobacco-attributed
proportions of deaths are similar;24 this is impossible,
given the 20-fold difference in smoking prevalence.) But,
this favourable trend may cease (with women born
around 1980 and now in their thirties being the least
exposed generation), as tobacco use by adolescent females
has recently begun to increase in some parts of China.7
This underlines the danger that, as in many Western
countries, social changes may well lead young Chinese
women to start smoking. It will, however, take decades,
probably until after 2050, for an increase in female
smoking to cause a substantial increase in mortality, and
over the next 20 years, while tobacco-attributed deaths
increase among Chinese men, they should decrease
among Chinese women, perhaps from about 3% of all
female deaths now to less than 1% by the 2030s.2
A few large studies have provided reasonably robust
evidence about the hazards of smoking in specific
Chinese male populations, but most of the people who
died in them were born before 1950,16,25–29 so the smokers
were at limited risk, as in the USA 60 years ago.11,14 Some
studies29,30 have attempted to assess the extent of the
Chinese epidemic in the early 2000s, but they involved
cohorts established decades ago of men born before
1950, or used data from atypical regions (eg, Shanghai)
where manufactured cigarettes have long been available.31
In China, cigarette consumption became widespread
earlier in urban than in rural areas, mainly because of
limited rural availability (and, until recent decades,
affordability) of cigarettes.32 Hence, the hazard associated
with a given current smoking pattern is more extreme in
urban than in rural areas. However, this urban versus
rural difference is likely to diminish, or even be reversed,
over the next few decades, because rural men born after
the 1960s not only tended to start at the same age as urban
men and to smoke only cigarettes, but also had a
somewhat higher smoking prevalence (figure 2). As
earlier generations of urban and rural men get replaced
by generations who have smoked cigarettes persistently
since early adulthood, tobacco-attributable risks in middle
age may soon reach those seen in many Western
populations, as has almost happened in the subgroup of
urban men who started smoking before age 20 years in
the present study (and in Hong Kong, where cigarette use
peaked about 20 years earlier than in mainland China33).
For the chief diseases by which tobacco causes death,
there are large quantitative differences between China
and elsewhere, between urban and rural China, and
between past and future decades.2 In many Western
www.thelancet.com Vol 386 October 10, 2015
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populations, tobacco used to cause far more deaths from
vascular than from respiratory disease,11–15 whereas in
China the opposite is true, especially in rural areas.
Although the RRs for COPD, lung cancer, and stroke
may at present be smaller than in many Western
populations, the absolute risks associated with smoking
are not, as Chinese non-smoker death rates are high.
Indeed, 1980s lung cancer mortality among Chinese
never-smokers was more than three times that in US
never-smokers, perhaps due partly to indoor air pollution
from heating and cooking.2 While US never-smoker lung
cancer rates have remained roughly constant over the
past half-century,3 those in Chinese never-smokers seem
to be decreasing while those in smokers are increasing,
causing increasing smoker versus non-smoker lung
cancer mortality rate ratios.
Absolute mortality rates are likely to be lower in
prospective studies than in the general population. Hence,
to estimate absolute numbers of tobacco-attributed deaths
in China in 2010, the smoking-attributed fractions of all
deaths in our second prospective study have been applied
to independent estimates of male and female causespecific numbers of deaths in mainland China34 at ages
35–69, 70–79, and 80 years or older (appendix p 4). This
shows that there were about 1 million smoking-attributed
deaths in 2010 (840 000 male, 130 000 female; table 3),
mainly from diseases already known to be affected by
smoking (lung cancer, ischaemic heart disease, ischaemic
stroke, COPD, and other neoplastic, vascular, and
respiratory conditions).3,11 Counterbalancing the increasing
RRs for all-cause mortality, age-specific under-70 mortality
rates in China are decreasing due to many social,
occupational and health-care changes, falling by about
15% during 2000–10,9 so the absolute death rate from
smoking is not increasing as fast as would be suggested
just by the increasing RRs.
About two-thirds of young Chinese men become
cigarette smokers in early adult life. Unless they stop, the
present study suggests that at least half of them will
eventually be killed by their habit, and future studies may
well show that a somewhat greater proportion will be
killed by it. The first generation of men to experience the
full hazards will probably be those born during the 1970s
or 1980s, who reached adulthood when nationwide
cigarette consumption was high. Conversely, this may
well be the least exposed female generation.
China’s 2030 sustainable development goals include
reducing non-communicable disease mortality by a third,
and monitoring the changes. If current smoking patterns
persist, then as the smoker versus non-smoker RRs
increases, mortality from other causes decreases, and the
over-60 population doubles, Chinese tobacco deaths are
likely to rise from 1 million in 2010 to about 2 million in
2030. Nowadays, in China more than 6 million young
men a year begin smoking. If most persist, and (as in the
USA14 and UK12,13) smokers eventually have more than
double the non-smoker mortality rates, there will in 2050
www.thelancet.com Vol 386 October 10, 2015

Male

Female

Both

30–69 years

375/2030

20/968

395/2998

70–79 years

250/1370

45/907

295/2277

≥80 years*

215/1178

65/1269

280/2447

All ages

840/4578

130/3144

970/7722

Data are number of deaths caused by tobacco (thousands)/total number of deaths
(thousands). Below age 30 years, the total number of deaths (thousands) was 398
in men and 200 in women. *Estimated indirectly by applying mortality rate ratios
at age 70–79 years.

Table 3: Deaths attributed to tobacco in China, 2010

be about 3 million Chinese tobacco deaths, when those
born in 1970 reach age 80 years. Although continuation
of our second prospective study will monitor how the
epidemic develops over the next decade or two, large new
prospective studies of people born after 1970 will be
needed to continue monitoring it thereafter. Fortunately,
China’s nationally representative household surveys
regularly record smoking and the reasons for smoking
cessation, and electronic linkage of this information with
routine mortality records should allow reliable
monitoring of the evolution of the epidemic for many
decades to come.
Avoiding uptake of smoking by young people will
greatly reduce tobacco deaths in the second half of the
century. Moreover, stopping before the onset of
life-threatening illness is remarkably protective, and an
increasing proportion of smokers have stopped by
choice (9% in 2006 vs only 3% in 1991). With effective
measures to accelerate cessation, the growing epidemic
of premature death from tobacco can be halted and then
reversed, as in other countries. Widespread smoking
cessation offers China one of the most effective, and
cost-effective,35 strategies to avoid disability and
premature death over the next few decades.
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Tobacco use is the largest preventable cause of death
worldwide. It is estimated that more than 6 million
people die every year from tobacco use, and that this
growing toll will lead to more than a billion deaths in
the 21st Century.1,2 China is at the epicentre of the global
tobacco epidemic and accounts for 1 million of these
deaths annually.3 If current rates of smoking in China
continue unabated, 2 million people in China will die per
year in 2030, contributing greatly to the global burden
of disease. Complicating any efforts to reduce the public
health burden of tobacco is the fact that China is the
world’s largest grower, manufacturer, and consumer
of tobacco and has the largest workforce devoted to
tobacco farming, manufacturing, and sales. Being a
government monopoly, China Tobacco (the Chinese
National Tobacco Corporation) provides over 7% of the
Central Government’s annual revenue through both
taxes and net income.4
In The Lancet, the study by Zhengming Chen and
colleagues3 reveals the extent of the tobacco challenge in
China, its peculiar characteristics, and most importantly
future implications unless aggressive public health
actions are taken to promote smoking cessation in men.

The study examines national trends in prevalence in
two large cohorts during a period of about 14 years. Given
the multi-year latency period from tobacco exposure to
onset of various smoking-associated diseases, careful
data-based projections of future burden are crucial for the
planning, implementation, and assessment of policies
aimed at smoking prevention and control.
A striking characteristic of the tobacco epidemic in China
is its gender distribution: 68% of men and 3·2% of women
were smokers in Chen and colleagues’ study3 (defined
as ever regular users from the 2004–08 second cohort
study). This distribution produces a correspondingly
large effect on tobacco-attributed mortality, which is
rising in men and falling in women. This effect has several
implications. While men are at substantial risk of death
and disease from active smoking, women are at risk from
passive exposure at home and in the workplace.5
Although female smoking rates are associated with older
ages, young Chinese women remain an attractive target
for the tobacco industry, with the allure of increasing sales
by crafting appeals based on themes of independence,
glamour, sophistication, sexuality, and social acceptance.
Such a focus on attracting female smokers has been
www.thelancet.com Vol 386 October 10, 2015
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burden of mortality from smoking in China over the next
few decades is to increase rates of smoking cessation.
In their study population, Chen and colleagues3 noted
that less than 10% of Chinese ever-smokers had quit by
choice (as opposed to quitting because they were ill). By
contrast, in many high-income countries, there are more
ex-smokers than current smokers, suggested by quit rates
in excess of 50%.9 These sobering facts appropriately
lead Chen and colleagues to conclude that “Widespread
smoking cessation offers China one of the most effective,
and cost-effective, strategies to avoid disability and
premature death over the next few decades.”
A promising finding from another nationwide study10
is evidence of increasing rates of quitting attempts and
successful quitting in cities with active tobacco control
programmes. Robust efforts at the municipal level, along
with effective provincial and national policies, offer hope
that the public health actions proven to be effective
in some Asian locales, such as Hong Kong and Taiwan,
can alter the trajectory of death and disease among
men in mainland China, and change the social norm of
widespread smoking and lost years of life and health.

Aly Song/Reuters/Corbis

used successfully in other countries during periods of
social reform and changing roles for women. In the USA,
Edward Bernays, while employed by the American Tobacco
Company, encouraged smoking among women under
the guise of emancipation by calling cigarettes “Torches
of Freedom”.6 While Chinese public health policies and
programmes need to aggressively encourage men to quit
smoking, they also need to guard assiduously against
smoking initiation, not only among men, but also among
adolescent girls and young adult women.
A disturbing feature of the new study3 is the further
documentation of the trend toward smoking initiation
at an earlier age. Men born in the 1930s began smoking
at about 25 years of age, but those born in 1970 started
at an average age of about 20, implying that many
started before age 20, and almost all used cigarettes.
These extra years of cigarette smoking significantly
increase the eventual risk from tobacco exposure.
Several myths about tobacco and its use have limited
the effectiveness of health education messages in
China.7 These include the belief that protective biological
mechanisms specific to Asian populations make
smoking less hazardous, that it is easy to quit smoking,
and that tobacco use is an intrinsic and ancient part of
Chinese culture. The new study3 clearly shows the severe
health consequences of tobacco use for premature
mortality among Chinese men. One difference in the
Chinese mortality pattern compared with that in
western populations is that rates of chronic lung disease
are relatively higher than coronary heart disease rates,
possibly because of the larger role of indoor air pollution
(from cooking and heating) compared with new forms
of outdoor air pollution (produced by industry, power
generation, and cars).
To prevent millions of future deaths, the findings of
the new study suggest some possible solutions. First,
Chinese men need to quit smoking; they can receive great
benefits if they quit before age 35 years (and preferably
well before 35 years), but for those who have not yet
developed a fatal disease, even quitting at later ages
offers substantial gains. Secondly, the remarkably low
level of smoking among Chinese women needs to be
preserved, which will require sustained effort, especially
since experimentation with tobacco among adolescent
girls has increased substantially since the 1980s,8 and
exposure to secondhand smoke needs to be controlled.
The greatest challenge in making progress to reduce the
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January 9, 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
To the Panel on Health Services,
As faculty at the Johns Hopkins Bloomberg School of Public Health, and Director of the Institute
for Global Tobacco Control, I am writing to strongly endorse your proposal to substantially
increase Hong Kong’s tobacco health warning label to 85 percent coverage of the pack.
Tobacco use continues to be a leading preventable cause of death in the world, killing 6 million
people around the world. A large body of scientific evidence demonstrates that health warning
labels are an effective strategy to reduce tobacco use and save lives. They are shown to
increase knowledge of the harms of tobacco,1,2 increase intentions to quit and quit attempts
among smokers,3–7 prevent relapse in former smokers,5,8 and prevent youth smoking initiation.5
Larger health warning labels improve effectiveness.9–11 A recent study examined the shift from
health warning labels that cover 50% of the tobacco package to 80% after new regulations were
implemented in Uruguay in 2010.11 Increasing the size of the health warning resulted in a
significant increase in noticing and reading health warnings, thinking about the health risks of
smoking, refraining from smoking cigarettes and contemplating quitting smoking.11
In this light, it is exciting to hear that the Secretary for Food & Health is proposing an increase in
the size of its health warning label. This proposal is in line with international best practice and
recommendations by the World Health Organization’s Framework Convention on Tobacco
Control and Article 11 guidelines. With Hong Kong increasing its health warning label to 85
percent coverage, it would rank first compared to other Western Pacific region countries and tie
with Thailand with the second largest health warning label coverage globaly, behind only
Nepal.12
Tobacco companies argue that larger health warning labels violate minimum obligations for the
protection of intellectual property rights under the Trade-Related Aspects of Intellecutal Property
Rights (TRIPS) Agreement – specifically the protection of trademarks. However, tobacco
companies determined, through their own consultants, that the General Agreement on Tariffs
and Trade (GATT) and TRIPS, was not a viable avenue to pursue the issue of packaging
reform.13-14 GATT contained general exceptions in Article XX, specifically exception (b), allowing
party members to enact measures “necessary to protect human… life or health.”15 Further, in the
mid-1990’s, while Australia and Canada were attempting to increase the size of their health
warning labels, tobacco industry consultants and separately the then Director of Industrial
Property Law Department for the World Intellectual Property Organization (WIPO), Ludwig
Baeumer, concluded that, the Paris Convention for the Protection of Industrial Property could not
be used to challenge proposed legislation on health warning labels.16-19
Tobacco companies also argue that a larger health warning is infeasible and leaves too little real
estate for brand logos, colors and designs. Globally, Nepal, Thailand, India, and Uruguay have
increased their health warning labels to 90, 85, 85 and 80 percent coverage, respectively.
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Research conducted here at the Institute for Global Tobacco Control has shown that despite
increases in health warning label coverage, tobacco companies have found ways to continue
branding their product on the remaining areas of the package and the cigarette stick itself.20
Internal tobacco company research has shown that the physical differentiation between products
is minimal, and that the external package design is used to communicate brand distinctions.21,22
Research demonstrates that adolescents are susceptable to branding and respond well to health
warning labels.23
Tobacco companies further argue that sufficient grace periods for implementation of larger health
warning labels is necessary. However, evidence suggests that tobacco companies are capable
of implementing changes quickly. Following a decision from the Thai Supreme Administrative
Court in June 2014, it gave cigarette manufacturers 90-days to comply with new 85 percent
health warning labels. Sixty days following the decision, Philip Morris began introducing the new
warnings into the Thai market.24 Arguing for an extended grace period is merely a tactic to delay
implementation for as long as possible.
The Bloomberg School of Public Health actively partners with organizations and governments
globally in support of our mission to prevent death and disease from tobacco products by
generating evidence to support effective tobacco control interventions. Over the course of our
research and capacity building, we have found that a key obstacle governments face in
strengthening their tobacco control measures is the perception that these measures will raise
illicit trade. Indeed, we understand that the tobacco industry is arguing in Hong Kong, as it has
elsewhere, that a larger health warning label will cause illicit commerce and contraband.
Tobacco companies’ arguments and overestimation of illicit trade stem from unreliable sources
of information and the industry itself has been implicated in being involved in smuggling
operations in order to penetrate new markets.25-28 In reality, many factors contribute to illicit trade
of tobacco including corruption, lack of enforcement of regulations and the presence of organized
crime in a country.29
In conclusion, given the overwhelming evidence in favor of larger health warning labels
decreasing smoking prevalence and protecting health, I applaud the proposal to increase the
health warning label size in Hong Kong. Please let me know if I can provide additional
information or assistance.
Sincerely,

Joanna E. Cohen, PhD
Director, Institute for Global Tobacco Control
Bloomberg Professor of Disease Prevention
Department of Health, Behavior and Society
Johns Hopkins Bloomberg School of Public Health
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Date: 10th January 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Re: Graphic Tobacco Pack Warnings in Hong Kong
I/we support the Hong Kong government proposal to upgrade the current graphic pack
warnings, as outlined below.
Yours sincerely,

Signed:
Name: Dr Rashidi Mohamed bin Pakri Mohamed
Title:
MD (UKM) Doctor Of Family Medicine (UKM)
Fellow, Hong Kong WHO Collaborating Centre (Tobacco Control)
Doctor of Philosophy Student (Psychological Medicine University of Malaya)
Smoking Cessation Specialist Nicotine Addiction Research Group UMCASS (NARCC)
Trainer Smoking Cessation Organizing Planning and Execution (SCOPE)
Senior Lecturer and Family Medicine Specialist
Head of Addiction Research and Recovery Group National University of Malaysia
National University of Malaysia (Universiti Kebangsaan Malaysia UKM)

Organisation: Addiction Research and Recovery Group (ARRG), National University of
Malaysia
Contact email: drrashidi5377@yahoo.com.my
Briefing paper from the government to Legco:
LC Paper No. CB(2)386/16-17(05)
DETAILS OF THE PROPOSAL
The Proposal
3. At present, the Smoking (Public Health) (Notices) Order (Cap. 371B)
stipulates that the health warning should cover at least 50% of the two largest
surfaces of the packet or retail container of cigarette, cigar, pipe tobacco and
cigarette tobacco in accordance with the prescribed forms and pictures. The
existing batch of health warning pictures has been in use since 2007. The Government
now proposes to change the prescribed forms of health warnings and the indication
of tar and nicotine yields on the packet and retail container of cigarette and relevant
tobacco products.
4. We propose to amend the prescribed forms (including specifications) of the health
warnings, the size and number of the health warnings and messages for the packet or
retail container of cigarettes and tobacco products under the Smoking (Public Health)
(Notices) Order as follows –
(a) the area of the graphic health warning shall be of a size that covers at
(b) least 85% of two largest surfaces of the packet or the retail container;
(b) the number of forms of health warning will increase from six to
twelve;
(c) the following health warning message is to be included in the
existing statement “HKSAR GOVERNMENT WARNING” / “香
港特區政府忠告市民” –
“QUIT SMOKING FOR FUTURE GENERATIONS” /
“請為你的下一代戒煙”; and
“QUITLINE: 1833 183” / “戒煙熱線：1833 183”;
(c)
(d)

the indication of tar and nicotine yields should be printed on a side adjacent
to a typical flip-top lid of a cigarette packet, excluding the portion which
forms part of the lid and the two largest surfaces, presented in a conspicuous
place of such side of the packet.

I AGREE/DO NOT AGREE that my submission be made available to the media and
the public and be uploaded onto the Legislative Council website.

Attn: Dr Ko Wing Man
Secretary for Food & Health
Food and Health Bureau, 19/F Murray Building
Garden Road, Central, Hong Kong
kowm@fhb.gov.hk

26 September, 2016

Re: Tobacco Pack Graphic Warnings in Hong Kong
I strongly support the proposal to increase the tobacco pack graphic warnings as suggested by the Hong
Kong government.
I base my support on New Zealand’s standardized package legislation that was passed earlier this month
with overwhelming support in Parliament (108 to 13 votes). A key feature of the legislation is to give
greater prominence to tobacco package graphic warnings that must occupy at least 75% of the front and
back of the package. The draft regulations can be found at:
http://www.health.govt.nz/system/files/documents/publications/regulations_standardised_packagingdraft-for-consultation.pdf
I note that the current Hong Kong warnings are no longer fit for purpose and fall considerably behind
global best practice. The global experience strongly supports the: updating of warnings every two years;
variation and rotation of warnings; increased size of warnings; great prominence of quitline services; and
regular evaluation of the impact of pack warnings.
I am not surprised that the tobacco industry is opposing the Hong Kong proposals. This is a good sign and
implies that the new warnings will be effective, hence the concern from the industry. Fortunately, the
tobacco industry has lost all the legal cases it has brought against progressive tobacco policies, including
improved graphic warnings.
I note that Hong Kong has done well in tobacco control and has some of the lowest smoking rates in the
world. I strongly encourage Hong Kong to continue this leadership role and introduce improved graphic
warnings as soon as possible. I also encourage Hong Kong to adopt a date for becoming “Smokefree”,
following New Zealand’s lead.
Yours sincerely,

Robert Beaglehole
Emeritus Professor,
University of Auckland, New Zealand
r.beaglehole@auckland.ac.nz

21 December 2016
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Subject: Graphic pack warnings on tobacco products
I support the Hong Kong government proposal to upgrade the current graphic pack warnings.
Having lived in Hong Kong for 10 years, I have seen and appreciated first hand, the positive steps the
government has taken to reduce the incidence of tobacco related deaths and disease. In fact, in many
ways, Hong Kong has served as a model for other cities worldwide.
Please do not be influenced by the tobacco industry’s arguments about this issue. It is motivated only by
profits while the government of Hong Kong is responsible for the lives and the health of its citizens.
I look forward to hearing that you have moved forward with the proposal to increase graphic pack
warnings.
Respectfully yours,
Carol Goldstein, Ph.D., RN
Affiliate Faculty, Regis University
Denver, Colorado, USA.
_______________________
Carol Goldstein, Ph.D., RN
cbgoldstein88@gmail.com

From: Matt Myers
President
Campaign for Tobacco-Free Kids
National Centre for Tobacco-Free Kids
1400 I Street NW Suite 1200
Washington DC 20005, U.S.A.
Tel: 1-202-296-5469
mmyers@TobaccoFreeKids.org

Date: January 10, 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Re: Graphic Tobacco Pack Warnings in Hong Kong
We support the Hong Kong government proposal to upgrade the current graphic pack warnings, as
outlined below.
Yours sincerely,
Signed: Matt Myers
Name: Matthew L. Myers
Title: President
Organisation: Campaign for Tobacco-Free Kids
Contact email: mmyers@tobaccofreekids.org
…

Briefing paper from the government to Legco:
LC Paper No. CB(2)386/16-17(05)
DETAILS OF THE PROPOSAL
The Proposal
3. At present, the Smoking (Public Health) (Notices) Order (Cap. 371B)

stipulates that the health warning should cover at least 50% of the two largest
surfaces of the packet or retail container of cigarette, cigar, pipe tobacco and
cigarette tobacco in accordance with the prescribed forms and pictures. The
existing batch of health warning pictures has been in use since 2007. The Government
now proposes to change the prescribed forms of health warnings and the indication of tar
and nicotine yields on the packet and retail container of cigarette and relevant tobacco
products.
4. We propose to amend the prescribed forms (including specifications) of the health
warnings, the size and number of the health warnings and messages for the packet or
retail container of cigarettes and tobacco products under the Smoking (Public Health)
(Notices) Order as follows –
(a) the area of the graphic health warning shall be of a size that covers at least 85%
of two largest surfaces of the packet or the retail container;
(b) the number of forms of health warning will increase from six to
twelve;
(c) the following health warning message is to be included in the
existing statement “HKSAR GOVERNMENT WARNING” / “香
港特區政府忠告市民” –
“QUIT SMOKING FOR FUTURE GENERATIONS” /
“請為你的下一代戒煙”; and
“QUITLINE: 1833 183” / “戒煙熱線：1833 183”;
(d) the indication of tar and nicotine yields should be printed on a side adjacent to a
typical flip-top lid of a cigarette packet, excluding the portion which forms part of the lid
and the two largest surfaces, presented in a conspicuous place of such side of
the packet.
…………………..

I AGREE that my submission be made available to the media and the public and be uploaded onto the
Legislative Council website.

Kenneth E. Warner, PhD
Avedis Donabedian Distinguished University Professor of Public Health

1415 WASHINGTON HEIGHTS
ANN ARBOR, MI 48109-2029
www.sph.umich.edu/hmp

Phone: 734-763-8495
Fax: 734-764-4338
kwarner@umich.edu

January 10, 2017

Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Re: Graphic Tobacco Pack Warnings in Hong Kong
To the Members of the Panel:
As a long-time tobacco policy researcher (40 years now), I am writing to strongly endorse the
Hong Kong government’s proposal to upgrade the current graphic pack warnings on cigarettes,
as described in LC Paper No. CB(2)386/16-17(05). There is growing evidence that such
warnings encourage smokers to try to quit and discourage kids from starting. With cigarette
smoking the leading cause of preventable disease and death, this is a simple measure that will
save lives.
Thank you for considering this input. Should you have any need to contact me, my contact
information is on the letterhead above.
Sincerely,

From: prakit ashthailand.or.th [mailto:prakit@ashthailand.or.th]
Sent: Wednesday, December 21, 2016 3:36 PM
To: panel_hs@legco.gov.hk

Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Dear member of Panel on Health Services.
I am writing this letter to support Hong Kong's proposed legislation on the 85% Pictorial health
warning on cigarette packages.
I am an advisor to the Bureau of Tobacco Control, Department of Disease Control, MOPH. I had
been involved in the drafting of the 85% pictorial health warning on cigarette package in 2013.
Although tobacco industries had filed suit to the Central Administrative Court, asking for an
injunction and to rule that the regulation was illegal. The High Administrative Court had lifted
the injunction and the regulation went into effect since September 2014.
India and Nepal follow Thailand 's lead, now India has 85% and Nepal has 90% pictorial health
warning on their cigarette packages on the market.
The fact that EU Directives on Tobacco Control recommend plain packaging for member
countries, and UN Secretary General call for country to implement plain packaging this past
World No Tobacco Day, is a signal that tobacco industries argument that large size pictorial
health warning infringe on trademark or intellectual property right is groundless.
Thus for country who are not ready to adopt plain packaging, large size pictorial health warning
is the logical step.
I urge your honorable members to stand firm for the health of Hong Kong people, particularly
the youth, to go ahead and pass the 85% pictorial health warning legislation. Hong Kong people
deserve no less protection for their health than Thailand, India and Nepal.
I stand ready to answer any query on this regard.
Cordially.
Professor Dr. PRAKIT VATHESATOGKIT,MD, FRCP
Former Dean, Faculty of Medicine, Ramathibodi Hospital, Mahidol University, Bangkok,
Thailand
Advisor to the Bureau of Tobacco Control, MOPH, RTG.
+6681-822-9799

Date: Jan. 9, 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Re: Graphic Tobacco Pack Warnings in Hong Kong
I/we support the Hong Kong government proposal to upgrade the current graphic pack warnings,
as outlined below.
Yours sincerely,

Signed:
Name:
Robert N. Proctor

Title:
Professor of the History of Science and
Professor, by courtesy, of Pulmonary Medicine

Organisation:
Stanford University
Contact email:
rproctor@stanford.edu

Briefing paper from the government to Legco:
LC Paper No. CB(2)386/16-17(05)
DETAILS OF THE PROPOSAL
The Proposal

3. At present, the Smoking (Public Health) (Notices) Order (Cap. 371B)
stipulates that the health warning should cover at least 50% of the two largest
surfaces of the packet or retail container of cigarette, cigar, pipe tobacco and
cigarette tobacco in accordance with the prescribed forms and pictures. The

existing batch of health warning pictures has been in use since 2007. The Government
now proposes to change the prescribed forms of health warnings and the indication of tar
and nicotine yields on the packet and retail container of cigarette and relevant tobacco
products.

4. We propose to amend the prescribed forms (including specifications) of the health
warnings, the size and number of the health warnings and messages for the packet or
retail container of cigarettes and tobacco products under the Smoking (Public Health)
(Notices) Order as follows –
(a) the area of the graphic health warning shall be of a size that covers at least 85%
of two largest surfaces of the packet or the retail container;
(b) the number of forms of health warning will increase from six to
twelve;
(c) the following health warning message is to be included in the
existing statement “HKSAR GOVERNMENT WARNING” / “香
港特區政府忠告市民” –
“QUIT SMOKING FOR FUTURE GENERATIONS” /
“請為你的下一代戒煙”; and
“QUITLINE: 1833 183” / “戒煙熱線：1833 183”;

(d) the indication of tar and nicotine yields should be printed on a side adjacent to a
typical flip-top lid of a cigarette packet, excluding the portion which forms part of the lid
and the two largest surfaces, presented in a conspicuous place of such side of the packet.

Date: January 9, 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Re: Graphic Tobacco Pack Warnings in Hong Kong
I strongly support the Hong Kong government proposal to upgrade the current graphic pack warnings, as
outlined below.
Yours sincerely,
Judith J. Prochaska, PhD, MPH
Associate Professor of Medicine
Stanford Prevention Research Center
_____________________________________________
Department of Medicine | Stanford University
Medical School Office Building, X316
1265 Welch Road
Stanford, CA 94305-5411
T 650-724-3608
F 650-725-6247
…

Briefing paper from the government to Legco:
LC Paper No. CB(2)386/16-17(05)
DETAILS OF THE PROPOSAL
The Proposal

3. At present, the Smoking (Public Health) (Notices) Order (Cap. 371B)
stipulates that the health warning should cover at least 50% of the two largest
surfaces of the packet or retail container of cigarette, cigar, pipe tobacco and
cigarette tobacco in accordance with the prescribed forms and pictures. The
existing batch of health warning pictures has been in use since 2007. The Government
now proposes to change the prescribed forms of health warnings and the indication of

tar and nicotine yields on the packet and retail container of cigarette and relevant
tobacco products.

4. We propose to amend the prescribed forms (including specifications) of the health
warnings, the size and number of the health warnings and messages for the packet or
retail container of cigarettes and tobacco products under the Smoking (Public Health)
(Notices) Order as follows –
(a) the area of the graphic health warning shall be of a size that covers at least
85% of two largest surfaces of the packet or the retail container;
(b) the number of forms of health warning will increase from six to
twelve;
(c) the following health warning message is to be included in the
existing statement “HKSAR GOVERNMENT WARNING” / “香
港特區政府忠告市民” –
“QUIT SMOKING FOR FUTURE GENERATIONS” /
“請為你的下一代戒煙”; and
“QUITLINE: 1833 183” / “戒煙熱線：1833 183”;

(d) the indication of tar and nicotine yields should be printed on a side adjacent to a
typical flip-top lid of a cigarette packet, excluding the portion which forms part of the lid
and the two largest surfaces, presented in a conspicuous place of such side of the
packet.
Further, I AGREE that my submission be made available to the media and the public and be uploaded
onto the Legislative

STANFORD UNIVERSITY SCHOOL OF MEDICINE
Department of Medicine
Division of General Medical Disciplines

Sean P David, MD, SM, DPhil
Associate Professor of Medicine

1070 Arastradero Road
Room 253
Palo Alto, CA 94304
Phone: 650-498-4687
Email: spdavid@stanford.edu

Date: 10 January 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Re: Graphic Tobacco Pack Warnings in Hong Kong
I support the Hong Kong government proposal to upgrade the current graphic pack warnings, as
outlined below.
Yours sincerely,

Sean P. David, M.D., S.M., D.Phil.
Associate Professor
Department of Medicine
Stanford University School of Medicine
Email: spdavid@stanford.edu

Briefing paper from the government to Legco:
LC Paper No. CB(2)386/16-17(05)
DETAILS OF THE PROPOSAL
The Proposal
3. At present, the Smoking (Public Health) (Notices) Order (Cap. 371B)
stipulates that the health warning should cover at least 50% of the two
largest surfaces of the packet or retail container of cigarette, cigar, pipe
tobacco and cigarette tobacco in accordance with the prescribed forms

and pictures. The existing batch of health warning pictures has been in
use since 2007. The Government now proposes to change the prescribed
forms of health warnings and the indication of tar and nicotine yields on
the packet and retail container of cigarette and relevant tobacco
products.
4. We propose to amend the prescribed forms (including specifications)
of the health warnings, the size and number of the health warnings and
messages for the packet or retail container of cigarettes and tobacco
products under the Smoking (Public Health) (Notices) Order as follows
–
(a) the area of the graphic health warning shall be of a size that covers at
least 85% of two largest surfaces of the packet or the retail
container;
(b) the number of forms of health warning will increase from six to
twelve;
(c) the following health warning message is to be included in the
existing statement “HKSAR GOVERNMENT WARNING” / “香
港特區政府忠告市民” –
“QUIT SMOKING FOR FUTURE GENERATIONS” /
“請為你的下一代戒煙”; and
“QUITLINE: 1833 183” / “戒煙熱線：1833 183”;
(d) the indication of tar and nicotine yields should be printed on a side
adjacent to a typical flip-top lid of a cigarette packet, excluding the
portion which forms part of the lid and the two largest surfaces,
presented in a conspicuous place of such side of the packet.
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Date: 10 January 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel hs@legco.gov.hk
Re: Graphic Tobacco Pack Warnings in Hong Kong
I support the Hong Kong government proposal to upgrade the current graphic pack warnings, as
outlined below.
Yours sincerely,

�
Director California Tobacco-Related Disease Research Program
University of California, Office of the President
(Affiliation for Identification Purposes Only)
300 Lakeside Drive
Oakland, CA 94612

Briefing paper from the government to Legco:
LC Paper No. CB(2)386/16-l 7(05)
DETAILS OF THE PROPOSAL
The Proposal
3. At present, the Smoking (Public Health) (Notices) Order (Cap. 371B)
stipulates that the health warning should cover at least 50% of the two
largest surfaces of the packet or retail container of cigarette, cigar, pipe
tobacco and cigarette tobacco in accordance with the prescribed forms
and pictures. The existing batch of health warning pictures has been in
use since 2007. The Government now proposes to change the prescribed
forms of health warnings and the indication of tar and nicotine yields on
the packet and retail container of cigarette and relevant tobacco
products.
4. We propose to amend the prescribed forms (including specifications)
of the health warnings, the size and number of the health warnings and

08 January 2017

Attn: Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Re: Graphic Pack Warnings in Hong Kong
I fully endorse my support for the proposal to increase the size of graphic pack warnings as suggested by
the Hong Kong government.
Four countries around the world now require graphic pack warnings at or above 85% in size and all of
them are from the Asia-Pacific region – Nepal (90%), Vanuatu (90%), India (85%), Thailand (85%). With
the reputation of being a global leader in protecting public health, Hong Kong should not lag behind in
this very important tobacco control measure.
The existing graphic pack warnings in Hong Kong were adopted almost ten years ago in 2007. It is high
time to revise the order to make it in line with best practices in the world.
Large graphic pack warnings are effective in discouraging smoking. Early last year the Hong Kong
government announced that the 2015 smoking prevalence dropped to 10.5%, one of the lowest in the
world. Increasing the size of graphic pack warnings to 85% in size would expedite the progress toward a
single digit smoking rate and a smokefree society in Hong Kong.
The tobacco industry has filed legal challenges against graphic pack warnings in many countries
(Uruguay, Australia, UK, and EU) but have lost all of them.
If adopted, this proposed policy change would have significant implications for the Asia-Pacific region
and around the world and would particularly set an example for mainland China, where graphic health
warnings are yet to be placed on cigarette packs.
Yours sincerely,

Gan Quan, PhD
Director, Department of Tobacco Control
International Union Against Tuberculosis and Lung Disease (The Union)

ASH Scotland
8 Frederick Street
Edinburgh
EH2 2HB
0131 225 4725
ashscotland.org.uk
enquiries@ashscotland.org.uk

10 January 2017
Panel on Health Services
Legislative Council
Hong Kong Special Administrative Region, China
panel_hs@legco.gov.hk
Re: Graphic Tobacco Pack Warnings in Hong Kong
I am writing to note my support for the Hong Kong government proposal to upgrade the current graphic
pack warnings, as outlined below. Graphic pack warnings have proved effective within the UK as a measure
to alert smokers to the real dangers of tobacco and prompt quit attempts.
LC Paper No. CB(2)386/16-17(05)
DETAILS OF THE PROPOSAL
3. At present, the Smoking (Public Health) (Notices) Order (Cap. 371B)
stipulates that the health warning should cover at least 50% of the two largest
surfaces of the packet or retail container of cigarette, cigar, pipe tobacco and
cigarette tobacco in accordance with the prescribed forms and pictures. The
existing batch of health warning pictures has been in use since 2007. The Government now proposes to
change the prescribed forms of health warnings and the indication of tar and nicotine yields on the packet
and retail container of cigarette and relevant tobacco products.
4. We propose to amend the prescribed forms (including specifications) of the health warnings, the size and
number of the health warnings and messages for the packet or retail container of cigarettes and tobacco
products under the Smoking (Public Health) (Notices) Order as follows –
(a) the area of the graphic health warning shall be of a size that covers at least 85% of two largest
surfaces of the packet or the retail container;
(b) the number of forms of health warning will increase from six to
twelve;
(c) the following health warning message is to be included in the
existing statement “HKSAR GOVERNMENT WARNING” / “香
港特區政府忠告市民” –
“QUIT SMOKING FOR FUTURE GENERATIONS” /
“請為你的下一代戒煙”; and
“QUITLINE: 1833 183” / “戒煙熱線：1833 183”;

(d) the indication of tar and nicotine yields should be printed on a side adjacent to a typical flip-top lid of a
cigarette packet, excluding the portion which forms part of the lid and the two largest surfaces, presented
in a conspicuous place of such side of
the packet.
I agree that my submission be made available to the media and the public and be uploaded onto the
Legislative Council website.
Yours sincerely

Sheila Duffy
Chief Executive

